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Pulmonary Resection For Tuberculosis 


PAUL W. GEBAUER, M.D. 
HONOLULU 


“PULMONARY RESECTION for tuberculosis has 
~ recently emerged from the obscure, and is 
w settling into its proper therapeutic place de- 

site numerous obstacles and a few remaining ene- 
es. 

[n 1935 Freedlander' reported a successful up- 
r lobectomy for the express purpose of eliciting 
pert opinion concerning the indications for such 
procedure. In his patient a large cavity had 
| ng persisted in a thoroughly diseased lung de- 

- ite a total collapse by a complete pneumothorax. 
The hazard of a large open cavity in a collapsed, 

an uncollapsed lung, has been burned repeat- 

‘dly into the memory of all of us concerned with 

t iberculosis, by instance after instance of catas- 

trophic spread of the disease to the good lung, and 

by our knowledge of the natural course of the dis- 
case—so that now the presence of such a lesion 
signifies that, sooner or later, it will be too late. 
jhe exception to the rule occurs so infrequently it 
never fails to provide surprises as well as pleasure. 


This hazard is not lessened—on the contrary, 
in the experience of most of us it is enhanced— 
when the lung bearing the open lesion is expanded 
following an unsuccessful form of collapse. Such 
was the problem presented by Dr. Freedlander’s 
patient. Should one continue an ineffectual pneu- 
mothorax which has not altered the hazard of 
spread and has added the hazard of pleural com- 
plications? Should one abandon the pneumo- 
thorax and increase the hazard of spread? Or 
would an attempt to remove the open lesion be 
warranted? I treated this patient in the post oper- 
ative period, and I remember the discussion which 
—and some of the people whom—the case pres- 
entation provoked. Eleven years later, it is par- 
ticularly interesting to me to read the expert opin- 
ions. In general, the result was praised, the real 
issue avoided. Today the indications for resection 
in such a case would be quite clear. 

The medical literature of the ensuing years con- 
tained reports of small series of cases, some of 
them collected series, performed here and there, 
by numerous surgeons, with varied techniques 
and all sorts of indications, without preceding 
knowledge of the status of the tracheobronchial 
tree, and with various anesthetics. Only one thing 


Read before the monthly meeting of the Honolulu County Medical 
Society, September 6, 1946. 

1 Freedlander, S. O.: Lobectomy in Pulmonary Tuberculosis, J. 
Thoracic Surg. 5: 132 (Dec.), 1935. 


was uniform: the inexperience of the surgeon. 
This was unavoidable, for it was the period of 
development of lobectomy and pneumonectomy. 
Tuberculosis had just recently become another of 
the disorders for which the new operation might 
be used. This literature can be regarded as mile- 
stones of progress; it cannot be appraised as evi- 
dence to support or condemn resection. 


In 1943 Churchill and Klopstock? pointed out 
the shortcomings of previous statistics and re- 
ported six instances of lobectomy by an improved 
technique. The first three were not suitable can- 
didates for thoracoplasty. It was indicated for the 
fourth, fifth and sixth patients, but lobectomy was 
elected more or less as an experiment. The justi- 
fications offered for such an alternative were ana- 
tomic and physiologic, namely: the preservation 
of a more intact bony thorax and shoulder girdle, 
the retention of better and more pulmonary func- 
tion, and the local removal of the disease in con- 
trast to its staged collapse by the ordinary thora- 
coplasty. 

The true spirit and experimental aspects of this 
important paper were, I am afraid, frequently over- 
looked, and the inference gathered that lobec- 
tomy was preferable to thoracoplasty because it 
removed the disease, was less deforming, pre- 
served more and better function, and so on. Quite 
naturally, controversy ensued between those who 
said, ‘““You can’t cut out tuberculosis,” and those 
who replied, ‘“You can’t collapse a blocked lobe’’; 
between the rib removers and the lobe removers. 
The cavity or offending lesion received all the 
attention; too little was paid to the patient, and to 
the status of the other lobes and the other lung. 

This work was not regarded as a demonstration 
of the feasibility of lobectomy in tuberculosis with 
a satisfactory early postoperative course. Despite 
the absence of a long follow-up to prove the 
therapeutic value of lobectomy, it was accepted 
as evidence of the advisability of this procedure 
versus thoracoplasty. I feel that such was not its 
intent, and that it should be regarded in its true 
preliminary nature, not accepted as evidence of 
the superiority of lobectomy to thoracoplasty as a 
long-term therapeutic measure. Nevertheless, its 
publication was followed by an enthusiasm suff- 
cient to warrant the devotion of the entire Febru- 


2 Churchill, E. D., and Klopstock, Robert R.: Lobectomy for Pul- 
monary Tuberculosis, Ann. Surg. 117: 641 (May), 1943. 
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ary, 1945 issue of the Journal of Thoracic Surgery 
to the subject. By hindsight, perhaps, this liberal 
application of resection was justified, for it has 
accelerated the usual slow development of a sur- 
gical procedure. In a relatively short time, mis- 
takes have been corrected and pitfalls avoided, 
and resection is being persistently adjusted into its 
proper place. 

Churchill and Klopstock were careful to con- 
fine their remarks to lobectomy, and to point out 
that the indications for pneumonectomy were dis- 
tinct; that it was an irreversible procedure, never 
indicated in the face of any possible success by 
rest, collapse, or other therapy. Lobectomy, of 
course, is no less irreversible than pneumonectomy. 
In ‘addition, experience to date indicates that as 
far as the “removal treatment’’ of tuberculosis is 
concerned, at the present time, it is not always 
possible to draw a distinct line between the two. 

Sometimes the findings at operation indicate re- 
moval of more than the offending lobe. Rarely 
this is for technical and anatomic reasons, more 
frequently because simply arrested disease in a 
remaining lobe is quite likely to break down 
during its expansion in the postoperative period. 
Sometimes palpable lesions are found at operation, 
hidden from view in the x-rays by other struc- 
tures; as a rule, however, such lesions, in supposed- 
ly good lobes, can be found if old x-rays are dug 
out for study. In either instance a decision which 
demands careful judgment has to be made by the 
surgeon. It would be poor surgery to uselessly 
remove an extra lobe, or an entire lung. It would 
be equally poor surgery to leave a diseased lobe 
which is likely to break down. Consequently, it 
requires a most careful preoperative study and 
evaluation before lobectomy can be advised and 
the possible necessity for pneumonectomy avoided. 
It behooves the surgeon ever to be alert to the fact 
that resection may mean more than lobectomy, 
and to be thoroughly familiar with the patient 
and the disease. I feel that a dense scar, or discrete, 
hard induration, indicate healing. In patients with 
ordinary resistance, especially when the x-rays are 
confirmatory, such lesions can be safely disre- 
garded. On the other hand, x-ray evidence of 
recent activity, or soft or only firm infiltration, 
especially in patients with low resistance, call for 
additional resection. The status of the contralateral 
lung is another factor to be considered, for dis- 
ease in it may justify a greater gamble on a ques- 
tionable lesion. 

The danger of reactivation is further controlled 
by avoiding or limiting postoperative overdisten- 
sion of the remaining lung tissue, by “‘re-tailoring”’ 
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the chest, as Overholt* has aptly put it. After 
upper lobectomy a modified thoracoplasty is dore 
in the early postoperative period; a phrenic paralv- 
sis after lower lobectomy; and both after pneumo- 
nectomy. 

Obviously, controversy between thoracoplasiy 
and resection is much ado about little. Certainly, 
pneumonectomy is not indicated if thoracoplasty 
has a reasonable chance of success; and upper lo- 
bectomy is probably a better procedure when fo!- 
lowed by a modified thoracoplasty. Therefore, if 
a little more extensive rib operation has a fair 
chance of success, why do a lobectomy, especially 
if there is, or has been, disease in the lower lobes? 
On the other hand, basal disease demanding per- 
manent collapse is seldom controlled by minor 
procedures, and rarely by thoracoplasty, so that 
here lobectomy is the logical choice, as it is in a 
considerable number of other tuberculous states 
for which thoracoplasty has little or nothing to 
offer. 

Overholt has reported the largest series of resec- 
tions. He first pointed out the dangers of reac- 
tivation and the necessity for control and limita- 
tion of overdistension of residual lung tissue. He 
has had the best success in combating other ser- 
ious complications, namely: early postoperative 
bronchiogenic spread to the contralateral lung, 
bronchial fistula, and tuberculous empyema. He 
found the majority of spreads occurring in the 
axillary branch of the opposite upper lobe. In 
the usual lateral operative position, this bronchus 
is the most dependent, and by the force of grav- 
ity would be inclined to receive the most bronchial 
spill from the operated side. From my own ex- 
perience, I am certain that this happens. Overholt 
has avoided it by utilizing a suspended face-down 
operative position, and has thereby satisfactorily 
reduced the incidence of contralateral spread. [ 
first used this position ten months ago. I hav 
carefully bronchoscoped patients immediately be- 
fore and after operation, and have not found ev- 
dence of the passage of any material from th: 
operative to the good side. Of course, this is als» 
prevented by ligature of the bronchus early i1 
the operation. The hazard of spread is furthe: 
lessened by frequent tracheobronchial aspiratio | 
during the operation, and bronchoscopic toil 
afterwards. Overholt’s operative technique, ir: 
cluding the method of bronchial closure, has rc- 
~ 8 Overholt, H., and Wilson, J.: Pulmonary Resection in the Trea 
ment of Pulmonary Tuberculosis, Am. Rev. Tuberc. 51: 18 (Jan. 
gn Pulmonary Resection for Tuberculosis complicated by Tube 
culosis Bronchitis, Dis. of Chest, 11: 72 (Jan.-Feb.), 1945; : 

——-—— Pulmonary Resection in the Treatment of Tuberculosis, 
Thoracic Surg. 14: 55 (Feb.), 1945; 

Overholt, R. H., Wilson, N. J., and Langer, L.: Further Exper 
ences in Pulmonary Resection in the Treatment of Pulmonary Tube 


culosis, presented at annual meeting of the American Association f 
Thoracic Surgery, Detroit, Michigan, May 31, 1946. 
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duced the hazard of empeyma and fistula to a 
reasonable level. He has continually altered his 
srocedure to cope with problems successively pre- 
ented. In view of his vast experience, his me- 
iculous attention to technique, and his willingness 
» alter or diverge from standard procedures, I 
eel that his work must be allotted deference in 
ny evaluation of pulmonary resection. My own 
imited experience has strengthened this attitude. 


At the present time resection should be advised 
f it offers the only chance of living, a reasonable 
hance of cure, or, in contrast to other methods, 
he best chance of cure. I feel that many of its 
zood results will represent salvage from hopeless 
lisease, and that an occasional spectacular result 
vill occur when all other methods of treatment 
1ave nothing to offer. It always will be a major 
surgical risk overshadowed only by the hazard of 
he disease itself. A rather high mortality is prob- 
ibly justified when we consider the present indi- 
ations. They are in three groups: first, collapse 
failures; second, bronchial tuberculosis; and third, 
destroyed lung. 


I. Collapse Failures. 


A. Open cavity under adequate thoracoplasty 
(including revision operation). 
Pneumonectomy rather than lobectomy will 
usually be indicated, because of: 
1. Unhealed disease in the lower lobe. 
2. Collapsed lower lobe (status of disease 
uncertain ). 
3. Bronchiectasis in the lower lobe. 
4. Bronchial disease central to lobar divi- 
sions. 
. Technical difficulties. 
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. Open lesion, parenchymal, bronchial, or both 
under inexpendable pneumothorax or empy- 
ema. Lobectomy will be applicable only in 
occasional instances because of 1-5 above. 

. Lower lobe disease, without bronchial involve- 
ment, which fails to close with other forms 
of treatment. 


. Bronchial Tuberculosis. 

A. Bronchial stenosis with recurrent or persist- 
ent retention of sputum and the constitu- 
tional symptoms of poorly drained infection. 

. Active bronchial tuberculosis with disease in 
lung segments distal to bronchial lesion, espe- 
cially lower lobe (unsuitable for collapse). 


. Destroyed Lung. (Desperate risks.) 

A. Acute, extensive progressive, unilateral or 
unilobar disease with or without involvement 
of draining bronchi, especially in young 
people and susceptible races. 

. Chronic apical disease with large cavity 
(periodically under positive tension) and 
disease confined to upper lobe. Results with 
thoracoplasty alone or combined with cav- 
ernostomy are not good. However, simply 
arrested disease in the inferior lobes dictates 
a trial with collapse, rather than a pneumo- 
nectomy or lobectomy followed perhaps by 
a flare up in remaining lobes. If collapse 
fails resection might still be done. 


. Associated Disease. 

A. Bronchiectasis with open tuberculosis in 
which the diseased bronchi are suspected as 
the source of the positive sputum; or pro- 
duce large amounts of sputum. 

B. Bronchiectasis productive, and symptomatic 
with closed tuberculosis. 

C. Recurrent hemorrhage. 

D. Progressive tuberculoma. 


Leahi Hospital. 





Bronchoscopic Diagnosis in Non-Tuberculosis Chest Conditions 


DAVID B. RADNER, M.D. 
HONOLULU 


pees OFTEN, in the differential diagnosis of 
pulmonary disease, the physician is faced with 
problems which he cannot solve with the physical 
examination, blood count, sputum study and 
roentgenogram. Frequently only the passage of 
time permits the making of a diagnosis or the con- 
firmation of a clinical impression. Because of this 
lapse of time, the diagnosis often is arrived at after 
the development of complications or too late for 
definitive therapy. In addition to the earlier use of 
the x-ray, more frequent examination of the spu- 
tum, and the use of radio-opaque materials such 
as lipiodol, the physician has available an excel- 
lent means of obtaining accurate and valuable 
diagnostic information: namely, the bronchoscope. 

Too many of us still associate bronchoscopy with 
the removal of foreign bodies from the air pass- 
ages; but it is a fact, not too well known, that in 
the modern endoscopy clinic, foreign body cases 
constitute less than 2 per cent of the cases exam- 
ined. The plea for the use of bronchoscopy in 
diagnosis and treatment of pulmonary disease be- 
gan over twenty years ago; yet today, except in 
the large medical centers, this procedure is too 
often neglected. 


CONTRAINDICATIONS 


The bronchoscopic examination is of a major 
surgical procedure, and when performed by a 
skilled operator is well tolerated by the young and 
old. Properly prepared patients experience no un- 
due discomfort. In our experience at Leahi, com- 
prising almost 900 bronchoscopic examinations on 
approximately 500 patients, we have had no ser- 
ious complications and no deaths attributable to 
this procedure. Many of these patients were under 
treatment for advanced pulmonary tuberculosis 
and were acutely ill and debilitated. While age 
in itself is no contraindication, we do observe the 
following contraindications: 


. Recent myocardial disease. 

. Aortic aneurysm. 

. Severe hemoptysis. 

. Acute upper respiratory infection. 
. Active laryngeal disease. 


Physicians dealing with pulmonary diseases 
have come to look upon the bronchoscope as a 
speculum used for direct inspection of the tracheo- 


Read before the monthly meeting of the Honolulu County Medical 
Society, September 6, 1946. 


bronchial tree. As such, it has had the indications 
for its use widened to include most pulmonary 
diseases, so that considerable information of diag- 
nostic and therapeutic value has been derived from 
bronchoscopic studies. 


INDICATIONS 


Excluding pulmonary tuberculosis from this 
discussion, the indications for diagnostic broncho- 
scopy in pulmonary disease may be listed as fol- 
lows: 


1. Tracheal or mediastinal obstruction and compres- 
sion. 

2. Bronchial obstruction, as indicated by atelectasis, 
wheezing respiration, obstructive emphysema and 
sudden onset of dyspnea (foreign bodies; massive 
collapse of the lung). 

. Unexplained hemoptysis. 

. Unexplained cough, expectoration, dyspnea. 

. To obtain material for histologic or bacteriologic 
examination. 

. Bronchiectasis. 

. Lung abscess. 

. Asthma. 


. Prior to thoracic surgery to aid in selection of oper- 
ation. 


Tracheal obstruction does occur with media- 
stinal tumors or infections, cardiovascular anomal- 
ies—congenital or acquired—and foreign bodies. 
Bronchoscopic examination materially assists in 
locating these processes. Gross and Lewis! re- 
ported the case of a four year old child who had 
a large opening in the anterior mediastinum with 
free interpleural communication and an anomaly 
of the right upper lobe bronchus. The patient had 
experienced attacks of respiratory distress and was 
found to have emphysema of the right upper lobe 
protruding into the mediastinum and left pleural 
cavity. The mediastinum was repaired and the 
right upper lobe resected. Ferguson and Neu- 
hauser? reported five cases of agenesis of one lung 
diagnosed during life by bronchoscopy and bron- 
chogram. This condition is not incompatible with 
life, four of the reported cases living normal lives. 
Bronchoscopy is the only final method for accurate 
diagnosis. Tracheal obstruction is characterized 
by a wheeze, cough, dyspnea and at times cyanosis. 
Occasionally stridor, accompanied by insucking 

1 Gross, R. E., and Lewis, J. E.: Defect of Anterior Mediastinum: 


Snes Surgical Repair, Surg., Gynec., & Obst. 80: 549 (May), 
1945. 


2 Ferguson, C. F., and Neuhauser, E. B. D.: Congenital Absence 
of the Lung and Other Anomalies of the Tracheobronchial Tree, Am. 
J. Roentgenol. 52: 459 (Nov.), 1944. 
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of the suprasternal notch and epigastrium, is pres- 
ent if the obstruction to the airway is severe. 

Bronchial obstruction is relatively common and 

may be due to intrabronchial, endobronchial or 
-xtrabronchial causes. The mechanism of bron- 
hial obstruction is discussed in detail in an ex- 
ellent study by Holinger and Andrews’. Intra- 
yronchial obstructions, resulting from tenacious 
secretions, foreign bodies or aspirated material, 
ire not only diagnosed by bronchoscopic examina- 
ion but may be therapeutically benefited as well. 
The classical example of this type of obstruction 
s the postoperative massive collapse of the lung. 
This is due to the obstruction of one of the main 
sronchi by thick, tenacious secretion occurring 
postoperatively. Symptoms usually occur twenty- 
four to forty-eight hours after operation, and con- 
sist of chest pain and cough—usually non-pro- 
ductive. Because of pain, the cough is suppressed 
and shallow rapid respirations ensue, eventually 
resulting in labored breathing and cyanosis. This 
is accompanied by fever and change in character 
of whatever sputum is expectorated. The roent- 
gen ray is extremely valuable and clearly indicates 
massive atelectasis of one lung. The bronchoscopic 
picture has been repeatedly described and is quite 
characteristic. 

Lundy and his associates emphasize the im- 
portance of bronchoscopic aspiration, especially at 
the end of intrapulmonary operations. Clagett, at 
the Mayo Clinic®, uses the procedure routinely 
after the surgical treatment of bronchiectasis. 

Endobronchial obstructions result from congeni- 
tal anomalies, inflammatory processes and new 
growths, benign and malignant: Accurate differen- 
tiation can be made bronchoscopically, permitting 
early diagnosis and prompt treatment. Congenital 
bronchial web, resulting in respiratory distress and 
obstructive emphysema in the newborn, is diag- 
nosed and promptly relieved by bronchoscopy 
alone. Inflammatory granulation tissue, in bron- 
chiectasis, abscess and specific infections, often 
produces partial obstruction of the bronchial lumen 
with its attendant interference with drainage. Sub- 
sequent healing of these inflamed areas may pro- 
duce considerable bronchial stenosis due to stric- 
tures. Bronchiectatic changes follow and pulmonary 
suppuration frequently results from such strictures. 
Benign and malignant tumors may produce simi- 
lar signs of obstruction and must be differentiated 


8 Holinger, P., and Andrews, A. H., Jr.: Bronchial Obstruction, 
Signs, Symptoms and Diagnosis, Am. J. Surg. 54: 193 (Oct.), 1941. 

4 Lundy, J. S., Touhy, E. B., Adams, R. C., Mousel, L. H., and 
Seldon, T. H.: Annual Report for 1944 of Section on Anesthesiology, 
Proc. Staff Meet., Mayo Clinic 20: 292 (Aug. 22), 1945. 

5 Clagett, O. T.: Surgical Treatment of Bronchiectasis, Proc. Staff 
Meet., Mayo Clinic 20: 23 (Jan. 24), 1945. 
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bronchoscopically as well as by the history, physical 
examination and roentgenogram. 

Extra bronchial obstructions may result from en- 
larged lymph nodes, mediastinal inflammation, 
mediastinal tumors and cysts, and cardiovascular 
anomalies. Bronchoscopic examination specific- 
ally localizes the level of obstruction and relieves 
the bronchial tree of secretions retained beyond 
the obstruction. 

The obstruction of a bronchus, whether intra-, 
endo- or extra-bronchial, produces varying signs 
and symptoms, depending upon the degree of ob- 
struction and the level of obstruction. Generally 
speaking, it results in a wheeze, atelectasis or ob- 
structive emphysema and varying degrees of dys- 
pnea. Considerable diagnostic information may 
be obtained from the history, physical examina- 
tion, x-ray and bronchography studies, but a direct 
inspection of the bronchial tree offers far more 
accurate information, enabling the physician to in- 
stitute therapy early. 

Unexplained hemoptysis may be the presenting 
and only symptom, with no evidence of pulmon- 
ary disease roentgenologically. Not infrequently 
the bronchoscopist is able to trace the trickle of 
blood to a small adenoma or a small ulcer. Simi- 
larly, in cases of unexplained cough, expectoration 
and dyspnea, the lung parenchyma itself may be 
innocent and in its place one may find an inflam- 
matory process or new growth in the tracheo- 
bronchial wall producing symptoms. 

The bronchoscope is irreplaceable in obtaining 
material for histologic and bacteriologic study. In 
bronchogenic carcinoma a positive biopsy can be 
obtained in over 75 per cent of the cases by 
means of the bronchoscope. Holinger, Hara and 
Hirsh® reported positive biopsy in 136 of 175 
cases (78 per cent). In 11 of the 39 negative 
biopsy cases, bronchoscopic findings were consid- 
ered typical enough of bronchogenic carcinoma to 
confirm the diagnosis. Significantly, they point 
out that 50 per cent of the cases bronchoscoped 
had had symptoms less than six months, 42 per 
cent six months to one year, and 8 per cent had 
had symptoms more than one year. If thoracic 
surgery is to be effective in the treatment of bron- 
chogenic carcinoma, the diagnosis must be made 
early. This can often be done bronchoscopically. 

Bronchial tumors other than carcinoma occur. 
McDonald, Moersch and Tinney’ report that in 
their series of bronchial neoplasms at the Mayo 
Clinic, 10 per cent of the cases belonged to the 
adenoma and cylindroma groups. In addition to 


® Holinger, P. H., Hara, H. 
Carcinoma. An Analysis of 175 
Laryngol. 54: 5 (March), 1945. 

7 McDonald, J. R., Moersch, H. J., Tinney, W. S.: Cylindroma of 
the Bronchus, J. Thoracic Surg. 14: 445 (Dec.), 1945. 


-, and Hirsch, E. F.: Bronchogenic 
roved Cases, Ann. Otol. Rhinol. and 
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the differential diagnosis made possible by bron- 
choscopy, many of these tumors can be removed 
successfully through the bronchoscope. 

Bacteriological study is made possible by ob- 
taining relatively uncontaminated specimens dir- 
ectly from the bronchial tree. In cases of slight or 
no apparent expectoration, bronchial lavage may 
give the laboratory sufficient for smear, culture and 
animal inoculation. With present day antibiotic 
therapeutic measures, carefully developed for the 
different forms of bacterial life, it is more import- 
ant than ever to differentiate these types wherever 
possible. 

The general indications enumerated above hold, 
as well, for the following conditions but due to 
their relative high incidence in population, they 
will be considered separately. 

Bronchiectasis: Hinshaw,® of the Mayo Clinic, 
calls attention to the many pitfalls in diagnosis of 
this condition, stressing the fact that bronchogenic 
carcinoma, bronchial adenoma, foreign bodies and 
inflammatory strictures frequently are present and 
responsible for the development of the bronchiec- 
tasis. The early recognition and treatment of these 
prevent subsequent bronchiectasis. For that rea- 
son Olsen® in a recent article expressed the opinion 
that the majority of cases of suspected bronchiec- 
tasis should be bronchoscoped. Perhaps it was 
best summed up by Clerf'® when he wrote that 
bronchoscopy is of value in bronchiectasis only as 
a diagnostic and as a palliative measure preparatory 
to the surgical treatment. We might add one more 
indication-—the aspiration of secretions in the case 
turned down by the thoracic surgeon. Consider- 
able relief can be obtained through such treatment. 
Continued bronchoscopic treatment of the case 
amenable to surgery is definitely not wise. 

Lung abscess: Because there is often the ques- 
tion of a bronchial tumor complicated by lung sup- 
puration, the chronic abscess case should be given 
the benefit of a diagnostic bronchoscopic examina- 
tion. Differentiation without bronchoscopy is 
often difficult. In acute lung abscess, continued 
bronchoscopic treatment is not advisable for more 
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than two weeks unless marked improvement is 
observed. Diagnostically the examination of the 
bronchial tree is useful in accurate localization of 
the abscess and securing material for bacteriolog- 
ical study. 

Asthma: It is neither suggested, nor advisable, 
to subject every case of asthma to bronchoscopic 
examination. There are, however, certain instances 
in which bronchoscopy yields considerable infor- 
mation of diagnostic significance. Lell'', at the 
University of Pennsylvania, reported on a series 
of 176 cases admitted to five different hospitals 
with symptoms of asthma not responding to ortho- 
dox treatment. Of these cases, 46 were found to 
be cases in which the wheeze was due to causes 
other than ‘‘true asthma.’’ Twenty-three were due 
to foreign bodies in the larynx, bronchi and esoph- 
agus; 8 were due to laryngeal disease, 14 due 
to tracheal compression and one to a retropharyn- 
geal abscess. It would seem that more careful 
study of asthma which does not respond to or- 
dinary therapy is indicated, and that the broncho- 
scopist is often in the position to offer diagnostic 
help. 

In conclusion we again emphasize that bron- 
choscopy is not meant to replace the careful 
history, physical examination, laboratory and x-ray 
studies indicated in the case of non-tuberculous 
pulmonary disease. Rather, it is to be looked upon 
as a diagnostic procedure to supplement the above 
methods, and, if properly carried out and wisely 
used, it can and does offer considerabfe help in 
the earlier diagnosis of pulmonary disease. 


SUMMARY 


The use of bronchoscopy as an aid in the diag- 
nosis of non-tuberculous pulmonary disease is dis- 
cussed. Indications for bronchoscopic examina- 
tion are discussed according to respiratory symp- 
toms as well as the specific uses in the commoner 
pulmonary diseases. Bronchoscopy is recom- 
mended in addition to, not in substitution of, 
diagnostic measures such as history, physical ex- 
amination, roentgenogram, sputum examination 
and bronchography. 


1 Lell, W. A.: Bronchoscopy as an Aid in the Diagnosis and Treat- 
a of Allergic Pulmonary Disease, Arch. Otolaryngol. 43: 49 (Jan.), 
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The Immunological Factor Involved in a Case of Hemolytic 
Disease of the Newborn 


LARRI WELTY, A.B. 
HONOLULU 


f hpe ESTABLISHMENT of the role played in 
erythrobiastosis fetalis by the Rh factor makes 
it possible to explain the majority of cases of this 
disease. However, there are a certain percentage 
of cases in which the mother is Rh positive and 
thus the Rh factor cannot be involved. In order 
to explain these latter cases the idea was consid- 
ered that such blood factors as the M, N, A and B 
could also act in the role of an antigen in preg- 
nancy and thus stimulate production of antibodies 
or, in the case of the natural antibody being pres- 
ent, stimulate an increase in that antibody. 
Wiener’, Halbrecht*, Polayes*, Nance *, and others 
have reported cases of hemolytic disease of the 
newborn due to A and B antigenic stimulation and 
it is our purpose here to present the laboratory 
findings present in Case 4 in Dr. Nance’s clini- 
cal report in the article referred to above. 

In an attempt to explain why hemolytic dis- 
ease of the newborn does not always occur when 
the mother is an O, A, or B and the child of a 
different type than she, Wiener® has hypothesized 
a bivalent or multivalent natural isohemagglutinin 
(for example, the anti-B naturally present in fairly 
low titer in a type A or O person) and a univalent 


antibody whose production is stimulated by the: 


entrance of non-homologous red blood cells of the 
fetus in some still unestablished fashion into the 
pregnant woman’s blood stream. The natural anti- 
body would have too large a molecular structure 
to pass readily through the placenta into the blood 
stream of the fetus, whereas the univalent anti- 
body could. Wiener also suggests that the natural 


1 Wiener, A. S., Sonn, Eve B., and Hurst, Jane G.: Pathogenesis 
of Congenital Hemolytic Disease ‘(Erythroblastosis Fetalis) III. Illus- 
trative Case Histories of A-B Sensitization. Studies on Individual Dif- 
ferences in Human Blood and Their Practical Applications, Wiener 
Laboratories (July), 1946. 

2 Halbrecht, 1.: Role of Hemoagglutinins Anti-A and Anti-B in 
Pathogenesis of Jaundice of the Newborn (Icterus Neonatorum Pre- 
cox), Am. J. Dis. Child. 68: 248 (Oct.), 1944. 
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tive Blood. Report of Six Cases with Comment on Iso-immunization 
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(bivalent or multivalent) antibody could theoret- 
ically cause a certain degree of congenital hemoly- 
sis if it were present in abnormal concentration, 
either naturally or due to antigenic stimulation. 

The case under consideration here was called 
to the attention of the Honolulu Peacetime Blood 
Bank laboratory following a diagnosis of ery- 
throblastosis fetalis on a two day old Japanese 
infant. We were asked to check the hospital’s 
laboratory findings which had found both mother 
and child positive for the Rh factor. The Blood 
Bank laboratory corroborated the findings of the 
hospital laboratory, finding the mother to be type 
ARh, and the child BRh,. The question then arose 
as to the cause of the erythroblastosis, since it could 
not be due to the Rh factor. 


In this connection several possibilities were 
considered. The possibility of the M or N fac- 
tors being the cause of the hemolytic disease was 
discarded, since the mother was found to be type 
MN while the child was type M. Thus the mother 
could not be immunized to this factor. 

The next factor suspected was the Hr. This 
was theoretically possible since both mother and 
child were Rh type Rh,*. The Blood Bank was 
especially concerned about this possibility since 
the infant was receiving Rh negative blood, and 
Rh negative blood is positive to the Hr factor®. 
However, the fact that the infant not only toler- 
ated, but improved following, the transfusion 
of the Rh negative blood, discounted the possi- 
bility of the Hr factor being involved. In order, 
however, to thoroughly check this possibility we 
wrote Dr. Wiener, outlining the case and request- 
ing him to send us some anti-Hr serum which we 
did not have. He replied that he had none avail- 
able but suggested there was a possibility of the 
B factor being involved since the mother was type 
A and the infant type B. 

Acting on his suggestion a further whole blood 
sample was obtained from the mother, with Dr. 


Nance’s approval, and the following tests were 
run: 


® Wiener, A. S.: The Rh Blood Types and Some of Their Applica- 
tions, Am. J. Clin. Path. 15: 106 (March), 1945. 
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DILUTION OF SERUM 
1:20 1:40 1:80 1:160 1:320 1:640 1:1280 1:2560 


Agglutination + + + + + + + soto 
(mother’s serum 

in saline dil. plus 

washed B cells) 


Conglutination 


(mother’s serum 
in B serum dil. 
plus B cells in B 
setum ) 


+ + + + + + 


Control 

(typing serum in 
saline dil. plus 
washed B cells) 


+ ++ - —- — = 


The test was set up as follows: the test-tube 
dilution method was used. Tubes were then incu- 
bated at 37° C. for one hour in the water bath and 
then placed in the ice-box for two hours, after 
which time they were read. The agglutination test 
was run to detect the presence of multivalent or 
bivalent antibody and the conglutination test for 
the detection of univalent antibody. 


Similar tests were set up one year later, the 
results of which were as follows: the agglutinating 
titer of the mother’s serum was 1:10,240 and 
the conglutinating titer was 1:20,480, which was 
as high as the titrations were run. Tests were also 
done for the detection of blocking antibody and 
this was found to inhibit the action of anti-B typ- 


ing serum in dilutions up to 1:5120. No further 
pregnancies have occurred during the past year. 


The blood typing of the family was found to 
be as follows: 


Blood Rh MN 
type type type 
Father sisted tail AB Rhi N 
Mother Rhi MN 
First child (died at 15 months of menin- 
gitis. Normal at birth) unknown unknown 
Second child (normal at birth) Rhi MN 
Third child (developed erythroblastosis fe- 
talis two days after birth) Rhi M 
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DISCUSSION 


From the results of the tests done at the time 
that the erythroblastosis occurred in the third child 
it was concluded that the disease was due to sen- 
sitization of the mother by B agglutinogen which 
stimulated not only the production of high titered 
agglutinins but of even higher titered conglutin- 
ins. The results of the tests done a year later 
would seem to indicate that the birth of the first 
two children had given the original stimulus and 
that the birth of the third child had even further 
increased the immunization of the mother by the 
B factor since the second series of tests ran higher 
titers than the original. It will also be noticed that 
in both series of tests the conglutinin titer was 
higher than the agglutinin, which would seem to 
bear out Wiener’s hypothesis that two different 
types of antibodies are involved in such immunol- 
ogical reactions. The demonstration of the pres- 
ence of blocking antibody would seem to bear out 
this hypothesis even further. 


SUMMARY 


The laboratory work done in trying to estab- 
lish the immunological factor concerned in a case 
of erythroblastosis fetalis in an Rh positive infant 
of an Rh positive mother has been presented. 
This case was of particular interest because most 
cases of hemolytic disease of the newborn consid- 
ered due to A-B antigenic stimulation which have 
been reported in the literature have been of a 
benign nature, whereas this particular case was 
one of true erythroblastosis fetalist. The results 
of the tests run justify the conclusion that this 
case was due to the production of high titered 
anti-B agglutinins or conglutinins, or both, pro- 
duced in the mother following antigenic stimula- 
tion by the B factor. 





Congenital Heart Disease 


F. BERNARD SCHULTZ, M.D. 
HONOLULU 


N THE third edition of Paul White’s Heart 
Disease, it is interesting to note that under the 
hapter entitled “Congenital Cardiovascular De- 
ects,” he states, ‘‘It is fortunate that congenital de- 
fects of the heart and great vessels are relatively 
rare...” In the statistics gathered by White and 
Jones in 1928 and by Gelfman and Levine in 
1942, as well as by Abbott! in her tremendous 
series of cases, congenital defects of the heart are, 
generally speaking, relatively rare. However, with 
more and more interest being shown in congenital 
cardiac anomalies, and with the newer methods of 
study and approach, it is felt that congenital de- 
fects of the cardiovascular system will reach a 
much higher incidence than that which has been 
found in the past. 

Dr. Eleanor deF. Baldwin? and her associates 
say that “isolated ventricular septal defects are 
not uncommon.”’ Many of us know that numerous 
instances of ventricular septal defect are not recog- 
nized during life, being found only at necropsy. 
Through the work of Cournand*, much has been 
learned about congenital defects which heretofore 
has escaped our attention. Not only have new 
fields in cardiology been opened up, but far reach- 
ing advances have been made in physiology of 
the heart and in electrocardiology which previously 
have been a matter of theory and conjecture. 


One great difficulty in making a clear-cut diag- 
nosis of a congenital defect is that when one de- 
fect is noted, another can often be found, although 
in a series of 105 cases Abbott* found only 35 
which had more than one anomaly. 


The congenital heart defects clinically classified 
by Abbott® fall into three main groups: (1) cases 
without abnormal communications or shunts be- 
tween the right and left sides of the heart (acyan- 
otic); (2) cases of arteriovenous shunt with pos- 
sible terminal or transient reversal of flow (cyanose 
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tardive) and (3) cases of venoarterial shunt (mor- 
bus ceruleus) (cyanotic). 

As a rule congenital defects are camouflaged 
by other defects of the cardiovascular system. I 
recall a case recently seen at Bellevue hospital in 
New York, in which the clinical findings were so 
aberrant, with the exception of extreme cyanosis, 
that the diagnosis of tetralogy of Fallot was en- 
tirely missed, but proven at autopsy. Another 
case which comes to mind is that of a small child 
seen at the Good Samaritan Hospital in Boston 
whose rheumatic history and course were so pro- 
nounced that a patent ductus was nearly missed. 
In the congenital defects to be discussed in this 
paper, surgery is the best procedure of treatment. 
However, before surgery is attempted it is neces- 
sary that a correct diagnosis be made, as it is quite 
awkward when the surgeon has opened up the 
chest prepared for one type of operation and either 
the abnormality is not there, or it is complicated 
in such a manner that he has to back out. The 
surgeon must know what he is to operate for 
and on. 

Among the newer aids to diagnosis Cournand® 
has developed a technique which has become in- 
valuable in the diagnosis of congenital disease and 
is being used daily at Bellevue Hospital: the 
catheterization of the heart. This consists of insert- 
ing a radio-opaque catheter into the antecubital 
vein, the forward end of which contains a small 
curved tip, then with the aid of fluoroscopy push- 
ing the catheter forward up through the basilic, 
axillary, subclavian and innominate veins, through 
the superior vena cava and thence into the right 
heart. By means of such catheterization samples 
of blood at various levels may be withdrawn and 
compared with the blood of the peripheral circu- 
lation. Through this technique, devised by Cour- 
nand and others, it is now possible to make a more 
definite diagnosis of certain of the congenital de- 
fects. Likewise by using this technique Hecht? 
has been able to trace the course of the action 
current of the human heart by placing an explor- 
ing electrode within the catheter and taking trac- 
ings at various levels within the heart. 

In order that we may have a clearer understand- 
ing of those congenital defects which may be diag- 
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nosed correctly and for which we can do some- 
thing beneficial the following congenital defects 
are presented and discussed: patent ductus arter- 
iosus, coarctation of the aorta, and pulmonary 
stenosis (tetralogy of Fallot). It has been found 
that up to two years of age nothing can be done, 
but over two years of age these deformities can 
be helped surgically. At this time investigation 
and surgical procedures for auricular and ventricu- 
lar septal defects are being made, with the hope 
that they too will come within the scope of surgical 
procedures. 


PATENT DUCTUS ARTERIOSUS 


Patent ductus arteriosus is a congenital defect 
in which the heart is required to put out more 
blood than normally, thereby causing an increased 
burden on the left ventricle which finally results 
in left ventricular failure. In securing the history 
of a patient with patent ductus, you will usually 
learn that a murmur has been present since birth; 
that the patient has not been cyanotic and there 
has been no clubbing of the fingers; that upon 
exertion the patient has always felt weak, has 
shortness of breath and other symptoms of left 
sided failure. 


On physical examination one may find either 
a normal or an enlarged heart but of greater con- 
sequence will be the characteristic murmur. This 
is a machinery-like murmur, and when once heard 
will never be forgotten. The murmur is louder in 
systole than in diastole, with the systolic phase 
going right through diastole. This murmur is best 
heard in the pulmonic area in the first, second or 
‘third interspace to the left of the sternum and it is 
also readily audible in the back. The sequence 
of events is due to the blood leaking across from 
the aorta into the pulmonary artery—hence the 
loud, to and fro, harsh machinery-like murmur. A 
striking fall in the diastolic blood pressure is noted 
upon exercise, e.g., 120/80 to 130/40. This will 
give one some idea as to the size of the patency. 

Usually fluoroscopy and x-ray will be of aid, 
as an enlargement of the left ventricle will be 
shown with fullness of the pulmonary artery® 
as well as a prominence of the hilar shadows. The 
left auricle is not prominent in the oblique views. 
The electrocardiograph is not of much help. It 
may either be normal, or show a left axis deviation. 


If, however, it should show a tracing of right 
axis deviation, you can be assured there is a com- 
plicating factor. 1f the diagnosis is missed in pat- 
ent ductus and nothing is done, one of two things, 
or both, will result; left ventricular failure or sub- 


* Yater, W. M.: Fundamentals of Internal Medicine, ed. 2, Apple- 
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acute bacterial endocarditis. The latter condition 
seems to have a predilection for an area located 
between the aorta and the pulmonary vessels to 
the lungs. 

When the diagnosis of patent ductus arteriosus 
is made, one indication for surgery is that the 
patient be in the right age group: 3 to 15. Sur- 
gery has been accomplished on adults up to the 
age of 30; however, in this older age group, you 
usually run into technical difficulties such as 
placques, tortuosities, etc. Surgery was first pro- 
posed by Munro® in 1907 after he had worked 
out a procedure following the death of a small 
child with a patent ductus which was discovered 
at autopsy. It was not until 1938 that Graybiel?® 
and his associates made an attempt to ligate the 
ductus in a patient with subacute bacterial endo- 
carditis. In 1939, Gross! and his co-workers re- 
ported the first successful ligation of a patent 
ductus. One of the complications of patent ductus 
arteriosus, as mentioned above, is subacute bacter- 
ial endocarditis. In 1940, Touroff and Vessel!” 
reported the first recovery from subacute bacterial 
endarteritis in a patient with patent ductus ar- 
teriosus, effected by surgery. Since this time many 
operations for patent ductus have been success- 
fully completed". 

It is wise, preceding and following operation 
for patent ductus, to use chemotherapy. The surgi- 
cal procedure consists of exposing the pulmonary 
artery, tying off the duct at both ends, and severing 
the duct in the middle. This is the technique used 
by Gross'* at Children’s Hospital in Boston. In 
July, 1946, Dr. Gross had completed a series of 65 
patent ductus ligations without a fatality. Blalock'® 
of New York City who has done extensive work 
in this field just sutures the duct. Others have 
used cellophane which causes constriction and 
proliferation of the adventitia. 


COARCTATION OF THE AORTA 


Coarctation of the aorta is a congenital defect 
in which there is a narrowing or constriction, 
usually in the vicinity of the insertion of the duc- 
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‘us arteriosus. It is a fairly common anomaly. 
[wo types have been noted, infantile and adult. 
The former is rare and practically incompatible 
vith life (nine months). The latter is less ser- 
ous and compatible with life. The incidence is 
iigher in the male (3-1). The adult type is almost 
ways a prenatal condition, which develops in the 
etus and the only type which persists after the 
irst year of life. 

The aorta is usually considerably dilated above 
he constriction and sometimes an aneurysm de- 
elops. Often, but not always, there is a narrow- 
ng below the constriction. Of further interest 
s the development of an extensive collateral cir- 
‘ulation so that blood may be carried to the lower 
narts of the body. This is carried out by widely 
lilated and tortuous internal mammary, scapular 
ind intercostal arteries. There is an enlargement 
»f the heart, with both hypertrophy and dilata- 
ion. The latter is the result of an accompanying 
hypertension or an acquired valvular disease. 

Usually this condition is observed in the course 
of routine examinations. In doing a routine ex- 
amination on the nurses in Lenox Hill Hospital in 
New York, one was found to have extremely high 
blood pressure for a girl of her age. Her history 


was uninformative and she had no complaints 
(this is usual, especially in the younger age groups: 
patients will merely state that they have been told 


they have high blood pressure). We had the 
young woman x-rayed and the classical sign of 
notching of the inferior surfaces of the ribs was 
found. Upon further examination it was found 
that the blood pressure in the lower extremities 
was extremely low and there was no palpable 
femoral arterial pulse. Here was a classical case of 
coarctation of the aorta. 

Many times evidence of compensatory collat- 
eral circulation will be apparent, and pulsations 
can be seen and felt in the above mentioned ar- 
teries. Usually a long systolic murmur may be 
heard in the third and fourth interspaces a little 
to the left of the sternum; it may be faint, but it 
can be heard with the same intensity over the 
back. Pathognomonic are the x-ray findings of 
the notched ribs, and decrease or absence of the 
aortic knob, frequently associated with a dilated 
portion of the ascending aorta and first part of 
the arch’*®. The surgical procedure for correcting 
this condition is an end-to-end anastomosis. While 
the procedure is still in the experimental stage, 
there have been many successful operations per- 
formed. 


16 Schwedel, J. B.: 
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PULMONARY STENOSIS 


Pulmonary stenosis, which is a part or a com- 
plication of tetralogy of Fallot, was classically 
described in 1888'7. Dextroposition of the aorta, 
right ventricular hypertrophy, interventricular sep- 
tal defect (usually the upper end of the septum) 
and pulmonary stenosis make up the complete 
“tetralogy.” This is the commonest congenital 
defect which causes cyanosis. As a result of the 
defect a rise in the pressure is created in the right 
ventricle which naturally causes it to hypertrophy. 
The blood going out of the aorta into the sys- 
temic circulation is a mixture of arterial and venous 
blood. This results in much of the blood being 
under-oxygenized and as a compensatory mechan- 
ism the hemotapoietic system produces more red 
blood cells (polycythemia); in fact, the hemato- 
crit may go as high as 86 per cent. Even with this 
increase in the red blood cell count, cyanosis still 
persists, due to the fact that there is a lack of con- 
tact of a large percentage of red cells with the 
oxygen in the alveoli of the lungs'*. Whereas the 
oxygen carrying capacity of the blood may be 
doubled, the oxygen saturation is halved. The vis- 
cosity of the blood is increased, due to increased 
proportion of cellular constituents. This in turn 
calls for more work by the heart and circulation, 
and vasodilatation occurs. This latter is likewise 
a compensatory mechanism so that more oxygen 
can be distributed to the tissues and in part re- 
lieve the strain on the heart. 

In taking the history of such a patient you wili 
usually learn he was a blue baby and that there 
was clubbing of the fingers. It will be further 
learned that he does not get particularly out of 
breath, but becomes easily fatigued upon exertion. 

On physical examination one finds cyanosis 
(when capillary blood contains approximately 5 
gm. of reduced hemoglobin per 100 cc., cyanosis 
results). There will be clubbing of the fingers. 
X-ray shows a characteristic ‘‘boot-shaped”’ heart’®. 
There is no prominence in the region of the pul- 
monary artery and few or no hilar markings. There 
may or may not be a murmur. If there is, it is a 
loud systolic murmur, again best heard in the 
pulmonic area in the third interspace to the left 
of the sternum. Generally there is an accompany- 
ing thrill, systolic in time in the same area. The 
electrocardiogram as a rule shows right axis devia- 
tion and right ventricular preponderance. 


17Fallot, A.: Contribution a ]’anatomie pathologique de la maladie 
bleu, Marseille Méd. 15: 77, 138, 207, 270, 341, 403, ed. 4, 1888. 

18 AA .. 3 to ggengy | in Health and Disease, Lea & Febiger, 
Philadelphia, ed. 4, 1945, p. 462. 


19 Schwedel, J. B.: Clinical Roentgenology of the Heart, New York, 
Paul B. Hoeber, Inc., 1946, vol. 18, pp. 323-331. 
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One must bear in mind a very like condition, 
although a rare one, the Eisenmenger complex, 
in which there is an increased size of the pul- 
monary valve and pulmonary conus as well as dila- 
tation of the first, second and third branches of 
the pulmonary artery. 

The complications of the tetralogy of Fallot are 
invalidism and a gradual down-hill course with a 
fatal termination. Subacute bacterial endocarditis 
is common, as is tuberculosis. 

Indications for operation again begin with a 
correct diagnosis of all the findings. This is diffi- 
cult clinically. The patient should be in the age 
group between 2 and 12. The mortality is about 
16 per cent and a resulting hemiplegia occurs in 
about 20 per cent. Life expectancy is about twelve 
years. The operation consists of anastomosis of 
the innominate artery into the pulmonary, thus 
allowing more blood to get into the lungs and 
thereby into the left ventricle. As this puts an 
increased load on the left ventricle, left ventric- 


HAWAII MEDICAL JOURNA:. 


ular failure may result. The surgical procedure, 
if successful, does allow the patient to carry on 
much more successfully and become a useful citi- 
zen, rather than having a shorter span of lif 
and being an invalid. As the surgical procedur. 
is relatively new in this condition (one and a hal’ 
years) the final story is not known as to the per 
manency of results. 


SUMMARY 


Three congenital cardiac defects have been pre 
sented and discussed, in which surgery should be 
considered and holds out as a primary procedure 
of treatment. Some anatomical and physiological 
as well as pathological points are discussed. The 
fundamental symptoms, signs, x-ray and electro- 
cardiographic findings are also presented together 
with the newer methods of diagnosis as used by 
Cournand and others. 
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BOOKS AND BOOK REVIEWS 


A section devoted entirely to book reviews is 
eing started on page 249 of this issue of the 
HawAl MEDICAL JOURNAL. This is being done 
vartly as a service to our readers, who may well 
»e more interested in the opinions of their ac- 
quaintances and friends, than in the opinions of 
strangers; partly as a service to the publishers, 
who want potential purchasers informed regard- 
ing their wares; and partly in order to help in- 
crease the acquisitions of the Honolulu County 
Medical Library. 

Doctors who are willing to write reviews of 
new books are invited to so inform Mrs. Bennett, 
at 3990 in the Mabel Smyth Building. We will 
be grateful for your assistance, and you—in the 
case of those publishers who are in a position to 
send us two copies for review—may well be grate- 
ful for the present of a free copy of the book. 


a. -.% 


THE RECORD LIBRARIAN — FRIEND, 
NOT FOE 


Many a doctor who keeps good clinical records 
in his office, who has frequent occasion to depend 
upon well-kept hospital records of his patients’ 
previous admissions, and who would be outraged 
if American College of Surgeons approval were 
withdrawn (because of ill-kept records) from the 
hospitals in which he works, is in the singular 
position of employing (even if only indirectly) 
expert help to keep these hospital records in good 
condition and—at the same time—doing every- 
thing in his power to make that help’s life miser- 
able and her efforts unavailing. 

There is only one correct way to keep records 


— — ————_ —_—__—__ de 





in any given hospital, for uniformity is essential. 
Diagnoses must conform to a standard pattern, 
and they must be complete, and they must be jus- 
tified by the contents of the record.. “Amp. toe”’ 
will not do. Which toe? Of which foot? How 
was it amp(utated)? “Chronic myocarditis” will 
not do except in those very rare instances in 
which it is present, and the findings in the records 
justify it. “Hypertension” is not a diagnosis: it 
is a physical finding. What kind of hypertension 
is it? Is the heart affected too, or is it merely 
vascular disease? 

The record librarian who asks the above ques- 
tions is not asking them for the purpose of an- 
noying the doctor—she is asking them for the 
purpose of helping him complete his records 
properly. She is his assistant, not his opponent. 
To answer her inquiries rudely or angrily is in- 
excusable, and to refuse to answer them at all is 
worse. It is bad enough that she should have to 
ask them at all. 

And it isn’t because the doctor is too busy, 
either. By and large, the busiest doctors give the 
record librarians the least trouble. What do you 
suppose 7s the reason for it? How much of a 
nuisance have you been, lately? 


' @ ¢ 


IT CAN HAPPEN HERE 


What doctors fear more than anything else is 
interference of the State with the responsibility 
of the individual doctor for his own patient. 

A patient of Dr. Foxell’s suffered from cancer 
of the oesophagus which proved to be inoperable. 
As gastrostomy was performed in hospital, and 
as he had lost over two stones in weight the hos- 
pital dietetic expert and the consultant surgeon 
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decided the patient should have 2 oz. of fat a day 
as butter or margarine. Just before discharge of 
the patient from hospital, Dr. Foxell gave to the 
local food office the necessary particulars and “the 
medical reasons why the extra rations are con- 
sidered necessary.’’ The local food officer granted 
the extra fat. Some days later Dr. Foxell received 
from this officer a copy of a letter from the divi- 
sional food officer of the Ministry of Food stat- 
ing that the extra butter could‘not be continued. 
Dr. Foxell was informed that the medical advis- 
ers to the Ministry of Food considered there was 
“no need for extra butter in such cases as there 
is no call for a lubricant for swallowing as the 
operation allows the food to be inserted below the 
obstruction.”” No doubt the medical advisers to 
the Ministry of Food considered that Dr. Foxell 
and the surgeon who had done the operation 
were ignorant of these simple facts. Dr. Foxell, 
however, having the interests of his patient at 
heart, ignored the snub and explained in a per- 
sonal letter to Dr. Edith Summerskill, Parliamen- 
tary Secretary for the Ministry of Food, that he 
had ordered upon consultation with a dietetic ex- 
pert, the extra fat in order to maintain the life of 
his patient. Dr. Summerskill backed up the medi- 
cal advisers who had not seen the patient, con- 
tinued to treat at a distance, and allowed an extra 
2 oz. butter per week “on compassionate grounds.” 
Dr. Foxell concluded the correspondence with a 
letter on Nov. 29 to Dr. Edith Summerskill thus: 
“With reference to your letter of Nov. 18, the 
patient about whom I wrote died suddenly from 
haemorrhage a few days ago. Therefore my fight 
to try to prolong his life is now ended.” One 
may be permitted to wonder what the patient in 
his last unhappy days thought of a State machine 
which deprived him of the 2 oz. of fat a day which 
he had been recommended in hospital. We may 
doubt whether he fully appreciated the humanity 
of the decision to allow him 2 oz. a week ‘“‘on 
compassionate grounds.” 
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MEDICAL CARE PLANS 


It is a pleasure to announce that our Hawaii 
Medical Service Association is now a member of 
the Associated Medical Care Plans. This is a na- 
tional organization of health prepayment plans 
which have met the requirements of the American 
Medical Association Council on Medical Service. 

Our H.M.S.A. is a sound and practical plan. 
Let's all support it and help it grow! 
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NOTICE TO CONTRIBUTORS 


Please read Medical Writing, by Morris Fis - 
bein, before you write the final draft of the fin: | 
revision of your next contribution to a medic: | 
journal. 


In case you don’t get around to it, howeve:, 
please note the following suggestions: 


1. Don’t submit the same paper to two differ- 
ent journals. 


2. Don’t type any part of any paper single 
spaced; double-space everything—the references 
and captions as well as the text. 


3. Please, please be sure your references are 
complete and in the standard A.M.A. form. If 
they are not complete, you will have to look them 
all up again and complete them. Mrs. Hill or 
Mrs. Ohms, in the Honolulu County Medical 
Library, will be glad to see that they are right 
the first time. 


4. Don’t fasten your illustrations to sheets of 
paper and attach the captions to them: the cap- 
tions, like the footnotes, should be typed double- 
space on a separate sheet following the body of 
the manuscript. Pencil your name /ightly on the 
back of each picture and mark it “Fig. 1” or 
“Fig. 2’’ or what you will. Put all the pictures 
loose in an envelope to accompany the paper. 

5. Don’t refer to footnotes by numbers in 
parentheses, thus: (1). Put the reference num- 
bers above the line, thus: '. If you to them the 
other way, every one has to be crossed out and 
written in correctly. 


6. Don't keep all your interesting and in- 
structive cases to yourselves; don’t be discour- 
aged by all this advice; go ahead and write a case 
report and send it in. It will be certain to help 
you, and it may help a few others as well. 
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SWIMMERS’ DERMATITIS IN HAWAII 


Of special interest to Hawaii's physicians is the 
lead article in the December, 1946 issue of the 
Archives of Dermatology and Syphilology. Writ- 
ten by Dr. Gerard De Oreo (formerly Major, 
M.C., A.U.S., and chief of the dermatology serv- 
ice at Tripler General Hospital during the war), 
it is entitled ‘‘Dematitis Venenata Resulting from 
Contact with Marine Animals (Hydroids).” 

This new disorder, to which swimmers in Ha- 
waii are liable, was first recognized by Dr. De 
Oreo in military personnel who had climbed on 
and off the raft at the Fort De Russy swimming 
pool. It has the general appearance and clinical 
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characteristics of a dermatitis venenata—a patchy 
red papular or vesicular rash with itching and 
ourning and sometimes systemic manifestations: 
malaise, fever, moderate leucocytosis and eosino- 
shilia. 

It is caused by even fleeting contact with a plant- 
ike marine animal, a hydroid of the genus Hale- 
‘ium, which grows on submerged surfaces (pil- 
ings, rafts, boat bottoms) as a fine moss-like 
growth an inch or so thick. Like the other coelen- 
‘erates, Halecium possesses tentacles covered with 
little stinging cells called nematocysts, which are 
released, on contact, and penetrate the skin, pro- 
ducing the dermatitis. The mechanism is the same 
as that by which the Portuguese Man of War, so- 
called, stings human beings. The dermatitis is 
self-limited, subsiding in a few days. Only the 
usual symptomatic treatment accorded a derma- 
titis venenata is required. Calcium gluconate in- 
jections were helpful in relieving associated muscle 
spasm when that was present, but did not affect 
the course of the skin lesions. 

The next time you see a puzzling case of patchy 
dermatitis of the venenata sort, ask the patient 
about ocean swimming on the previous day— 
especially around rafts or boats! It may be the 
answer. 
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ORCHIDS TO PARKE, DAVIS & CO. 


A Parke, Davis & Company advertisement in 
the most current issue (Feb. 3) of Life, Number 
201 in their “See Your Doctor’’ series, carries a 
message of warning to over 22 million people 
regarding self-treatment with sulfonamides. 
Headed “Some things you should know about 
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sulfa,” it outlines in clear language the major 
reasons why self-medication with sulfa drugs is 
unwise and unsafe, and urges that the doctor be 
consulted instead. 


Perhaps the medical profession ought to be 
undertaking this sort of health education on its 
own hook. At any rate, we can and should be 
grateful that it’s being done, and done so well. 
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OCCUPATIONAL THERAPY OPENS DRIVE 
For Recruits in Thirtieth Anniversary Year 


Twenty thousand copies of an illustrated book- 
let, “Occupational Therapy, a Pioneering Profes- 
sion,’ have just come off the press and are being 
distributed by the American Occupational Therapy 
Association to doctors, vocational counselors, edu- 
cators, public health officials, rehabilitation agen- 
cies and many others in a campaign to build the 
ranks of trained occupational therapists with new 
recruits. This drive spearheads the thirtieth an- 
niversary of the American Occupational Therapy 
Association. The official organization of profes- 
sional therapists, which has worked since its foun- 
dation in 1917 to promote the profession by es- 
tablishing standards of training and qualification, 
by engaging in research and by spreading informa- 
tion concerning the use of occupational therapy as 
an adjunct of medicine. 


In February the new official publication of the 
American Occupational Therapy Association, 
“The American Journal of Occupational Ther- 
apy,” made its debut, with six issues scheduled 
per year and subscriptions available to laymen as 
well as professionals. 
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@ Arrangements have been 
completed whereby Hawaii 
Territorial Medical Associa- 
tion members and their fam- 
ilies may join the HMSA’s 
“Hospitalization” Plan. 








@ The plan for medical care 
of plantation personnel is 
now in the committee stage 
... further developments will 
soon be forthcoming. 
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BOOK REVIEWS 





What is Heart Disease? By W. H. Gordon, M.D., 
7.A.C.P. Eleven line cuts. Pp. 114. Price $2.50. Grune 
«x Stratton, New York, 1946. 


Dr. Gordon has concentrated a considerable 
umount of well-organized material into one hun- 
ired pages. He begins with a few general consid- 
erations and the function of the normal heart. He 
chen discusses methods of diagnosing heart dis- 
2ases and places them in proper etiological cate- 
gories. In the succeeding chapters he broadens 
his scope, discussing the different abnormal car- 
diac entities as to their symptoms, diagnoses, and 
treatment. All this is done in a very simplified 
manner, but he stresses the fact that each case must 
be treated individually. One of the best chapters 
in the book is the last one, which points out that 
many of the symptoms people think are due to 
heart disease may be due to some other cause, and 
only a physician is competent to determine this. 
There is also a brief summary of several types of 
diets at the end. 


This book is an extremely good one for the 
physician to recommend to his patient because 
it is compact; the material is very clearly presented 
and is enhanced by the prolific use of clear dia- 
gtams. Whenever medical terminology is used, it 
is explained in lay terms so that there can be no 
question in the reader's mind as to the meaning. 
The cardiac patient is encouraged to accept a 
chronic disease as only a partial disability and not 
a complete physical handicap. 


Morton E. Berk, M.D. 


Victory Over Pain. By Victor Robinson, M.D. Pp. 352, 
with 18 line cuts and 29 half-tone plates. Price $3.50. 
Henry Schuman, New York, 1946. 

The new book Victory Over Pain by the 
well known medical writer and historian, Victor 
Robinson, is in a class unfortunately rare. Rare 
indeed are those books which can be read by both 
medical men and that mythical monster the in- 
telligent layman. This book appears to have been 
designed for the layman but is exceptionally profit- 
able reading for any member of the medical pro- 
fession. For us in Hawaii who have recently had 
an introduction to the history of anesthesia given 
by Dr. Chauncey Leake at one of his best attended 
lectures, the book should be a fulfillment of the 
interest aroused at that time. Incidentally, the 
book gives credit to Dr. Leake for the discovery of 


divinyl ether; and a picture of him is published, 
proving that he was a very handsome young man. 

As far as this writer knows (though his knowl- 
edge is very limited) a high standard of accuracy 
is maintained throughout. The book resolves it- 
self quite simply and directly into a succession of 
short biographies garnished with interesting anec- 
dotes and seasoned with the wit of the times. 
Thus a famous American medical man, Samuel 
Latham Mitchill, was known to the wits of his 
time as either a “‘living encyclopedia’ or a “‘chaos 
of knowledge.’ The best commentary on the 
prolonged and nauseous controversy over whether 
Jackson or Morton discovered the anesthetic 
properties of ether is still that of Oliver Wendell 
Holmes ‘To e(i) ther.” 

We of the present generation are not wholly 
incapable of appreciating what surgery without 
anesthesia must have meant in the old days when 
it was the rule instead of the exception, as now. 
Anesthetic failures, especially with local block or 
spinal, are still common. The agonizing wails of 
patients can still be encountered occasionally. For 
a sensitive, poetic, brillant exposition of what 
surgery meant to the patient before the era of 
anesthesia every doctor should read the remark- 
able letter, received by Sir James Simpson from 
a medical colleague, George Wilson, as given in 
full in this volume. One paragraph may illustrate 
the exquisite style and feeling for words that char- 
acterizes this unusual letter. 

“Of the agony it occasioned, I will say nothing. 
Suffering so great as I underwent cannot be ex- 
pressed in words, and thus fortunately cannot be 
recalled. The particular pangs are now forgotten; 
but the black whirlwind of emotion, the horror 
of great darkness, and the sense of desertion by 
God and man, bordering close upon despair, which 
swept through my mind and overwhelmed my 
heart, I can never forget, however gladly I would 
do so. Only the wish to save others some of my 
sufferings make me deliberately recall and confess 
the anguish and humiliation of such a personal 
experience; nor can I find language more sober 
or familiar than that I have used to express feel- 
ings which, happily for us all, are too rare as 
matters of general experience to have been shaped 
into household words.” 

Finally, the reviewer cannot leave the book 
without being thankful for the name of ‘Mrs. 
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Thankful Colton,” nor without remembering 
“Mrs. Remember Morton,” two of the more pic- 
turesque maternal grandparents of anesthesia. 


R. N. PERLSTEIN, M.D. 


Mongolism and Cretinism. A Study of the Clinical Mani- 
festations and the General Pathology of Pituitary and 
Thyroid Deficiency. By Clemens E. Benda, M.D. Pp. 
310, with 101 illustrations. Price $6.50. Grune & Strat- 
ton, New York, 1946. 


In presenting the results of ten years of research 
concerning mongolism and cretinism, this book 
probably represents the most authoritative and 
comprehensive material available on mongolism. 
This condition apparently occurs in two or three 
births in each thousand. It is said to be ten times 
as frequent as cretinism. Convincing evidence is 
presented to indicate that mongolism is fetal hypo- 
pituitarism. Fetal hypothyroidism results in cretin- 
ism, while hypopituitarism acquired after birth pro- 


duces dwarfs and hypothyroidism acquired after. 


birth produces infantile myxoedema. Mongolism 
is usually related to maternal endocrinopathy, or 
hormonal deficiency in the corpus luteum or pla- 
centa. The x-ray and physical characteristics of 
mongolism are described in sufficient detail to 
make more accurate and earlier diagnosis possible. 
Some useful treatment procedures are outlined. 
This book could well serve as reference to those 
confronted with suspected or known cases of mon- 
golism and cretinism. 

W. M. SHANAHAN, M.D. 


A Guide jor the Tuberculous Patient. By G. S. Erwin, 
M.D. American edition revised and edited by Henry C. 
Sweany, M.D. Pp. 122. Price $1.50. Grune & Stratton, 
New York, 1946. 


Recovery from tuberculosis is dependent to a 
high degree upon the intelligent cooperation of 
the patient and accordingly, the tuberculosis phy- 
sician must “‘teach’’ as well as “heal.” Of great 
assistance to the physician is a manual such as this 
which provides the patient with basic information 
regarding his disease and its treatment. 

Dr. Erwin, the author of this little volume, is 
the Medical Superintendent of the Liverpool Sana- 
torium, Cheshire, England. His book, written in 
a simple clear style, is a welcome addition to the 
meager list of up-to-date books on tuberculosis 
for the layman. Although there are chapters de- 
voted to etiology, symptoms, diagnosis and the 
public health aspects of the disease, the major 
portion, properly, deals with treatment and after 
care. The importance of sanatorium treatment 
and the principles of the ‘‘rest regime’’ are ade- 
quately stressed. Brief descriptions of modern 
collapse procedures are given. Exception may be 
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taken to the author’s opinions in some instances 
regarding the application of certain procedures. 
It can be readily appreciated however, that a book 
of this nature unavoidably contains debatable state- 
ments without detracting significantly from the 
value of the work as a whole. 

Dr. Sweany has made a valuable contribution 
by editing and revising the book for use in this 
country. For the most part he has substituted the 
American principles and methods when they dif- 
fer, although a few English customs were re- 
tained which will necessitate a word of explana- 
tion to our patients; for example, ‘The good habit 
of spitting into a special blue bottle’ and the 
mention of “bowling” as a permissible recreation. 

The book as a whole is thoroughly sound and 
can be recommended as a valuable guide for pa- 
tients. 

H. H. WALKER, M.D. 


The Challenge of Polio. By Roland H. Berg. Pp. 208. 
Price $2.50. The Dial Press, New York, 1946. 


This short work written by a journalist who has 
worked somewhat around the fringes of medicine 
gives a very good, readable, historical account of 
the development of poliomyelitis as a disease en- 
tity up to about 1930. This constitutes about 
three-quarters of the book. 

The final quarter of the book deals with recent 
developments and seems to be filled with gross 
inaccuracies and exaggerations quite 4n keeping 
with most popular writings by laymen on medical 
subjects, who forget that an adjective is a modi- 
fying word, not a magnifying one. The use of 
the magnifying adjective is for dramatic effect and 
tends to raise either bogeys or hopes in the mind 
of the inexperienced layman. 

The chapter “Is Crippling Necessary’’ is filled 
with misleading statements in the form of half 
truths. 

His chapter on ‘‘Promise of the Future’’ shows 
errors, chiefly in chronology. 

With these red flags out the book may be read 
with safety and pleasure. 


STEELE F. Stewart, M.D. 


Hawaii's Japanese, An Experiment in Democracy. By 
Andrew W. Lind, Ph.D. Pp. 258, with 17 illustrations. 
Price $3.00. Princeton University Press, Princeton, N. J., 
1946. 


Hawaii's Japanese is a clear-cut analytical 
book of 258 pages. No occidental can read it 
without having a clearer concept of the workings 
of the so-called inscrutable Japanese mind. It 
treats in logical sequence of the early Japanese 
migrants to Hawaii, and of the problems of ad- 
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‘ustment in the earlier days to conditions obtain- 
ing in the Hawaiian monarchy, provisional gov- 
ernment, and still later under the American flag. 
Behavior of these people and of their children 
in the years before and during World War II 
ure studied. A discussion centering on the role of 
Hawaii Japanese in the post-war world concludes 
the book. 

It is an unbiased book which deals thoroughly 
with the faults as well as good points of the ethnic 
group under study. It is inconceivable that the 
book could offend either the most rabid of race 
baiters, or the well-meaning but sometimes mis- 
guided individual who can see no fault in anyone. 
In short, it is a clear step-by-step study of the ex- 
tremely varied pattern of behavior of the Japa- 
nese aliens and citizens in Hawaii under various 
conditions of stress and strain. Many a question 
can be readily answered by reading the book, and 
no one can afford not to know the book and its 
contents. 


H. E. Bowes, M.D. 


Anesthesia Centennial Number, Journal of the History 
of Medicine and Allied Sciences. October 1946, Volume 
1, Number 4. Illustrated. Price $2.50. Pp. 710. Henry 
Schuman, New York. 


This volume is a compilation of articles on the 
history of anesthesiology. Each article is written 
by a different author and has a different subject. 
Due to this, it is impossible to review the book as 
a whole, so a brief discussion of each article is 
presented. 

Josiah Charles Trent, in his opening article, 
sets the stage with a realistic description of sur- 
gery before the discovery of anesthesia. He takes 
us back to the dark ages of surgery, when a pa- 
tient, strapped to a cross-bar, yelled in agony while 
an unskilled surgeon amputated a limb. Pain, hor- 
ror, and suffering beyond description surrounded 
even the most simple operative procedures. Doc- 
tor Trent then proceeds to tell us of the day of 
days when on October 6, 1846, Doctor Morton 
gave his epoch-making demonstration at the Mas- 
sachusetts General Hospital. Without going into 
the controversy of ‘‘who was first,’ Doctor Trent 
gives an account of the tottering steps of anes- 
thesia in its infancy, and of its great strides under 
the guidance of the scientists of today. He re- 
minds us of morphine and Serturner, of cocaine 
and Gaedicke, of Koller, Corning and Bier, of 
procaine and Einhorn, barbiturates and Fisher, 
ethylene and Luckhardt, cyclopropane and Lucas; 
in our own span of life, of Gwathmey, McMechan, 
Waters, Guedel, Adriani and Lundy; and of endo- 
tracheal technique, continuous spinal, “‘positive 
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pressure,’ endobronchial technique, the “closed 
system’’—the passing parade of man’s fight against 
ain. 

' Doctor J. K. Tallmadge, in his article “Some 
Anesthetics of Antiquity,’ describes the futile 
efforts of men of centuries gone by, in their 
fight against pain. The use of opium, hyoscyamus, 
mandragora, and other drugs is described. 

In his article, “Episodes in the History of Anes- 
thesia,’ Doctor Emmett F. Horine tells of the in- 
troduction of ether by Morton and the introduc- 
tion of new methods of administration from the 
‘Morgan Inhaler” to the “Carbon Dioxide Ab- 
sorption” and the “controlled respiration’’ tech- 
niques of today. 

Mesmerism—magic word of the early 19th cen- 
tury—is beautifully discussed by Doctor G. Rosen. 
In his excellent article, ‘‘Mesmerism and Surgery,” 
he describes the introduction of mesmerism into 
the field of surgery by Cloquet. Doctor Jules Clo- 
quet, a French surgeon, performed a mastectomy 
on a mesmerized patient on April 12, 1829. The 
introduction of mesmerism into English surgery by 
Chenevix is discussed. The rise and fall of the mes- 
meric movement in England is presented, as well 
as the story of the lives of its two great apostles, 
Elliotson and Esdaile. Elliotson’s stormy career and 
crusade for the use of mesmerism is told in detail. 
The work done by Esdaile in India, with a report 
of 74 operations performed on mesmerized pa- 
tients, is included in this article. Mesmerism never 
gained a stronghold in American surgery because 
the height of its popularity coincided with the 
introduction of ether by Morton. In the words of 
Liston, ‘“This Yankee dodge [ether} beats mes- 
merism hollow.” 

An article by Thomas E. Keys, ‘‘John Snow, 
M.D., Anesthetist,” is devoted to the life and great 
accomplishments of Doctor Snow. In it we see 
John Snow the scientist, the clinician, the man. 
The painstaking clinical observations of Snow 
are brought forth, as well as his great personal 
integrity. His work on the “stages” of general 
anesthesia, his research on ether and chloroform, 
his search for a better method of administration, 
are recalled to us. His accurate concept of the 
dangers and pitfalls of anesthesia is set forth in 
the remark he made almost a hundred years ago: 
“The greatest danger of anesthesia is its adminis- 
tration by incompetent hands, by people who, 
when asked the composition of chloroform would 
reply, that it was smelling stuff.” How true that 
is of some of the so-called anesthetists of today! 

In a short article Doctor C. E. Heaton traces ob- 
stetrical anesthesia from the days of Queen Vic- 
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toria to the complicated techniques used by anes- 
thesiologists of today. 

Doctor Leake in an excellent article on the phar- 
macology of anesthesia tells of the great strides 
taken by anesthesia since the ‘‘hit-or-miss’’ days 
of the last century. He emphasizes the importance 
of a thorough knowledge of pharmacology in its 
relation to successful anesthesia. He pays tribute 
to the pioneers of scientific anesthesia—Guedel, 
Beecher, Waters, Adriani, Lundy—and to the re- 
sults achieved by their untiring efforts. 

In his article, ‘“The Evolution of Endotracheal 
Anesthesia,” Noel Gillespie presents a detailed 
description of the advancement of this technique 
through the years. He describes its progress from 
the crude method of Macewen (1880) to the 
highly complicated endobronchial technique used 
by anesthesiologists of today. Although this tech- 
nique is well established, Doctor Gillespie very 
wisely reminds us of the great danger of allow- 
ing untrained physicians to use it. 

Doctor Ralph M. Waters presents an excellent 
article on the “Development of Anesthesiology in 
the United States.’ He discusses the work done 


by Gwathmey and McMechan in the organization 
of anesthesiology as a specialty. He traces the 
development of anesthesiology from the dark 


days when it was in the hands of the office nurse 
to the science of today under well-trained physi- 
cians. One realizes through reading this article 
how young the specialty of anesthesiology actually 
is. In his span of life Doctor Waters has seen it 
grow from ‘‘the nurse and interne”’ stage to a full- 
fledged specialty. Today anesthesiology has its 
own Certification Board, which demands a well- 
planned five year postgraduate period of study and 
practice for physicians wishing to qualify. With 
his customary modesty Doctor Waters omitted 
any mention of his own great contributions which 
have played such an important role in the develop- 
ment of anesthesia. 

Doctor Raymond Neven in the article, ““The 
Introduction of Surgical Anesthesia in France,” 
describes the efforts of French surgeons in intro- 


HAWAII MEDICAL JOURNAI 


ducing general anesthesia in surgical practice. Hi: 
warned in the words of Malgaigne that anes 
thesia, “should be used only by experienced per- 
sons and never be entrusted to the careless and 
untried hands.” 

Two articles, one by W. K. Frankel and one by 
R. J. Whitacre and A. P. Dumitru, trace the de 
velopment of anesthesiology in Germany. Thc 
great pioneer work done by German surgeons is 
presented. Trendelenburg devised endotracheal 
administration of ether through a thracheotomy. 
Kuhn devised a flexible metal tube for oro-tracheal 
intubation. Koller introduced the topical use of 
cocaine, and Schleich, its local infiltration. Ein- 
horn gave us procaine, and Bier, its use in intra- 
thecal blocks. Donitz brought forth the use of 
vasoconstrictors in local anesthesia. Regional anes- 
thesia—splanchnic, paravertebra, sacro-caudal, 
brachial, Geisserian ganglion blocks, etc., were in- 
troduced by Sellheim, Kappis, Braun, Cathelin 
and Lawen. Regional anesthesia progressed by 
leaps and bounds in the early days of the 20th 
century under the leadership of these great sur- 
geons. In 1902, Fisher discovered the barbiturates, 
opening the gates to intravenous anesthesia. Von 
Steinbuchel introduced the use of ‘‘twilight 
sleep’’ (morphia-scopolamine mixture). 

The other articles in the book concern them- 
selves with the history of anesthesiology in Swe- 
den, Spain, Portugal, Cuba, Ecuador, Guatemala, 
Venezuela, Turkey and China. They all deal with 
the efforts of pioneers to introduce general anes- 


thesia and describe the first administrations of 


ether in these countries. 

The book, with its variety of subjects is highly 
interesting. The topics are skillfully blended into 
a pleasing pattern by their common link—the 
metamorphosis of anesthesiology throughout the 
world. 

The book presents a vivid account of the fight 
of all races against pain, and should the book 
need a theme it might very well be: ‘“Divinum 
est opus sedare dolorem.” 


R. A. ROMAN-VEGA, M.D. 
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- v9 


We are pleased to report that each month shows 
an increase in both attendance and circulation sta- 
tistics. This may be due, in part, to the acquisition 
of new books and journals, but we hope it may also 
be a permanent indication that doctors and nurses 
are becoming aware of the services available at the 
Library by telephone or personal inquiry. 


Unfortunately, it has been necessary to place 
stacks in the alcoves in the reading room to relieve, 
in some degree, the congestion on our book shelves. 
We regret that the appearance of the room must 
suffer by the placement of these stacks, but we 
feel that appearances are less important than the 
growth of the Library. 


Dr. Chauncey Leake, whose visit last year we 
all remember with pleasure, wrote us that he is 
sending the Library a copy of Howard Raper’s 
Man against pain: The epic of anesthesia, and 
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reminding us that this is the centennial of ethcr 
and anesthesia. Another excellent book on thi; 
subject is The history of surgical anesthesia b: 
Thomas E. Keys, which includes an interestin_, 
introductory essay by Dr. Leake. 


After long consideration of various bookplat- 
designs submitted by leading artists of the Terri 
tory, the Library Committee has chosen a sketc! 
by Donald Campbell Hardman, noted for his 
water colors and etchings. The motif employed 
by Mr. Hardman is that of the Aesculapian ser 
pent-staff entwined in a’pe leaves, and is remi- 
niscent of the striking grillwork which decorates 
the entrance to the Mabel Smyth Building. 


The Army Medical Library is now printing card 
entries for all books acquired by them. This series 
will be available for distribution, and the Library 
Committee is considering the advisability of secur- 
ing these entries for our Library catalog. 


During the war, the Army Medical Library pro- 
vided free photoduplication and microfilm service 
to all doctors in the interest of medical research. 
They are now unable to continue this free service, 
and are making the nominal charge for microfilm 
of fifty cents per article in any single volume, and 
fifty cents for each ten pages for photoprint. The 
Medical Library will be glad to forward any re- 
quests of this nature for doctors requiring journal 
articles not available here. 





COUNTY SOCIETY REPORTS 





KAUAI COUNTY MEDICAL SOCIETY 


The regular monthly meeting of the Kauai 
County Medical Society was held at the Wilcox 
Memorial Hospital December 12, 1946 at 7:00 
p.m. Members present were Drs. Wade, Liu, 
Depp, Kuhns, Wallis, Chisholm, Toney, Boyden, 
Cockett, Fujii, and Masunaga. Dr. Young was 
also present. 

Minutes of the previous meeting were read and 
approved. : 

Dr. Wade discussed a few of the points of the 
Veterans’ Medical Care plan of the H.M.S.A. 


1. Veterans Administration normally author- 
izes out-patient care for veterans only in service- 
connected cases. 

2. H.M.S.A. is to be billed for care of such 
service-connected disabilities. 

3. Non-service-connected disabilities are not in- 
cluded under the plan. 

4. Hospitalization is another matter, and 
H.M.S.A. has no contract covering hospitalized 
cases. 

Dr. Wade participated in the joint meeting of 
the Honolulu County Medical Society's Board of 
Governors and the Council of the Hawaii Terri- 
torial Medical Association, and brought back this 
information. The 18 basic propositions of the 
Hospital Service Study Commission were given 
to this Society, to be kept strictly confidential. 
The outline of the plan of the Medical Economics 
Committee was presented to the members for ac- 
tion. Dr. Wallis made the motion to give our 
moral and financial support to this Medical Eco- 
nomics Committee program. It was seconded by 
Dr. Boyden and unanimously passed. A letter 
was to be written to Mrs. Bennett by the Secretary 
concerning the assessment. 


Dr. Fujii was nominated to fill the vacancy left 
by Dr. Umaki in the Board of Directors of the 
K.M.S.A. 


The regular monthly meeting of the Kauai 
County Medical Society was held at the Wilcox 
Memorial Hospital on January 8, 1947 at 7:00 
p-m. Members present were Drs. Wade, Chis- 
holm, Cockett, Fujii, Kuhns, and Masunaga. Dr. 
Young was also present. 

Minutes of the last meeting were read and 
approved. 


A communication from Mrs. Bennett pertain- 
ing to the special assessment was read. 

Dr. Wade read the minutes of meeting of the 
Board of Governors of the Honolulu County 
Medical Society which contained details of the 
plan of the Hospital Service Study Commission. 


EicH1 MasunaGa, M.D. 
Secretary 
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MAUI COUNTY MEDICAL SOCIETY 


A dinner meeting of the Maui County Medical 
Society was held at the Nanikai Club at 6:30 p.m. 
January 29, 1947. Present were the following 
members and guests: Drs. Balfour, Sanders, Wil- 
kinson, Izumi, Wong, Anderson, Dusendschon, 
Underwood, H. Kushi, E. Kushi, Kanda, Roth- 
rock, Dunn, Shimokawa, Uhde, Fleming, St. Sure, 
Coe. Also present were a group of nurses repre- 
senting the Board of Health and the different 
hospitals. Dr. Herbert E. Coe, plastic surgeon 
from Seattle, Washington, gave a very interesting 
talk on surgery in children. 

Following the scientific meeting Dr. Homer 
Izumi, a member of the Public Relations and 
Medical Economics Committee of the Territorial 
Medical Association, gave an outline of the com- 
mittee’s organization and progress. He brought 
out the fact that the doctors of Hawaii are faced 
with a very grave problem—the threat of a com- 
pulsory sickness tax. The committee appointed 
by the Governor has completed a plan that is to 
be brought as a bill before the next Legislature. 
This plan is financed by a territorial payroll tax 
of 214%. 

The Maui County Medical Society has pledged 
its full support in a campaign to defeat this pro- 
posed plan. A motion was made and passed that 
each legislator of the County of Maui be con- 
tacted by a member of our society to point out to 
them the arguments against such a bill. A list of 
such contacts was drawn up. It was further sug- 
gested that any member of the society who knows 
of any person, political or otherwise, who would 
aid in the defeat of this bill, should contact such 
person or persons. 

Dr. William Osmers’ letter of resignation was 
read and accepted by the society. A motion was 
made, seconded and passed unanimously that Dr. 
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Osmers be made an honorary member of the 
society. 

A committee consisting of Drs. St. Sure, Patter- 
son and Balfour was appointed to work with the 
legislative committee; the purpose of this com- 
mittee is to follow the progress and plan for a 
new central hospital. 

The president was requested to appoint an- 
other committee to study and draw up a revised 
fee schedule for the Maui County Medical Society. 


W. D. BALFour, M.D. 
Secretary 
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HAWAII COUNTY MEDICAL SOCIETY 


A special meeting of the Hawaii County Medi- 
cal Society was called to order by Dr. Theodore 
Oto, Treasurer, in the absence of both the presi- 
dent and vice-president, at 7:15 p.m. Dec. 13, 
1946 in the Staff Room of the Hilo Memorial Hos- 
pital, to discuss and take action on the economics 
program which was outlined in the communica- 
tions from the Honolulu County Medical Society 
and reported by Dr. L. L. Sexton, a Councillor 
to the Hawaii Territorial Medical Association from 
our Society. Those present were Drs. Bergin, 
Bernstein, Crawford, Leslie, Loo, Mizuire, Oto, 
Phillips, H. M. Sexton, L. L. Sexton, Tomoguchi, 
Yoshina, Yuen, Ireland, Wippermann, Fillmore, 
Slaten, West, M. L. Chang, P. Chock, and W. T. 
Chock. 

Because this was of territory-wide interest, rep- 
resentatives of medical societies of the outer is- 
lands were invited to a joint meeting of the Board 
of Governors of the Honolulu: County Medical 
Society and the Council of the Hawaii Territorial 
Medical Association on December 10, 1946 in 
Honolulu. Dr. L. L. Sexton, a member of the 
Council, represented our society. The office of 
medical economics will become part of the Hawaii 
Territorial Medical Association when this pro- 
gram is approved and adopted by all the county 
medical societies. 

After some discussion, Dr. C. L. Phillips 
moved, seconded by Dr. West, that the Hawaii 
County Medical Society go on record approving 
and supporting the economics plan. Eighteen 
members voted in the affirmative while Dr. Wil- 
liam Leslie took a negative stand. Neither Dr. 
H. D. Ireland nor Dr. R. P. Wipperman voted. 
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The 257th regular monthly meeting of the Ha- 
wali County Medical Society was called to order 
by the President, Dr. Walter Seymour, in the 
dining room of the Hilo Hotel at 7:30 p.m. 
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Jan. 2, 1947, following a dinner. Twenty-three 
members, one guest and four visitors were pres- 
ent. The secretary read the minutes of the two 
previous meetings which were accepted as read 
and ordered placed on file. 

The chair introduced Dr. Tell Nelson, allergist 
of Honolulu, who was the guest speaker. He de- 
livered a comprehensive address on ‘‘Diagnostic 
Pitfalls in Allergy” and gave a summary of the 
latest information on Benadryl and PBZ. Many 
questions were asked from the floor and much dis- 
cussion followed. 

Dr. L. L. Sexton moved that this Society go on 
record as highly approving the medical economics 
program as proposed by the Hawaii Territorial 
Medical Association. This was seconded by Dr. 
C. L. Phillips. Sixteen voted in favor of this mo- 
tion and there was no dissenting vote cast. 


Dr. Archie Orenstein next moved that the mem- 
bers of the Hawaii County Medical Society be 
assessed $75.00 per member for financing the 
medical economics program; and that the mem- 
bership be notified in writing at least 15 days be- 
fore the next regular meeting; and the members 
be instructed to vote by proxy if unable to at- 
tend the meeting. This was seconded by Dr. H. 
M. Sexton. Seventeen voted in the affirmative 
and one voted in the negative. The secretary was 
instructed to send notices by registered mail. 


Dr. Walter Seymour introduced Dr. Gerundo, 
the new pathologist at the Hilo Memorial Hos- 
ital. 
. The Chair announced that the annual meeting 
will be held in Kona sometime in March. 
*.¢ # 

A special meeting was called to order by the 
president, Dr. Walter Seymour, at 8 p.m. Jan. 
30, 1947 at the Hilo Yacht Club following a 
dinner. Members of the Hawaii County Dental 
Society and nurses were invited to the meeting. 

Dr. Herbert E. Coe, plastic surgeon of Seattle, 
who was here under the auspices of the Bureau 
of Crippled Children, delivered a comprehensive 
talk on pediatric surgical emergencies. Much dis- 
cussion followed. 


Dr. F. J. Pinkerton, chairman of the Medical 
Economics Committee of the Territorial Medical 
Association, outlined the history of the Hospital 
Service Study Commission which was created and 
delegated by the last legislature to study the cost of 
hospital care of patients. This commission made 
recommendations to the coming legislature to en- 
act legislation to give free medical care to patients. 
Dr. Pinkerton strongly urged the members to op- 
pose such legislation since it was not in the best 
interest of public health. He stated that the 
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public relations program of the Territorial Medi- 
cal Association would be handled by the firm of 
Smith, Mansfield and Cummins and that HMSA 
was employing a medical economist. At the 
Council meeting of the Terr. Medical Association 
held in Honolulu it was decided to support the 
public relations program by special assessment 
of $75.00 per member. Honolulu, Kauai, and 
Maui County Medical Society voted to support this 
program and our Hawaii County Medical Society, 
while highly approving the program, has not yet 
voted to support it financially. 

Mr. Jay Ketchum, Director of the Michigan 
Medical Service Plan, next presented his views 
of why legislation of a compulsory medical in- 
surance plan was harmful. He cited examples 
where such medical care plans were in practice 
and how disadvantageous such medical care was 
to both the medical profession and to the public. 
He urged us to fight such legislation. He stated 
that medical societies in the various states of the 
union were contributing $50.00 to $100.00 per 
member to finance the opposition to compulsory 
medical insurance plans. 

Dr. Coe, who was instrumental in the develop- 
ment of the Blue Cross, a prepayment medical 
care program strongly urged us to do everything 


in our power to fight this coming legislation. 
Much discussion ensued. 


Y £ ¢ 
The 258th regular monthly meeting was called 
to order by the President, Dr. Walter Seymour, 
at 7:26 p.m., February 6, 1947 in the Staff Room 
of the Hilo Memorial Hospital. The secretary 
read the minutes of the two previous meetings 
which were accepted and placed on file. 


The following correspondence was read: 


1. Letter of resignation of Dr. W. M. Bond due to 
illness. His resignation was accepted with regret. 

2. Letter of Dr. Tell Nelson of Honolulu concerning 
his visit to our Society in January. 

3. Invitation from Dr. T. D. Woo, secretary of Ha- 
waii County Plantation Physicians’ Association to 
a showing of motion pictures on Penicillin and the 
Use of Intocostrin in Poliomyelitis on February 15 
at 7 p.m. at the Hilo Memorial Hospital Staff 
Room. 

. Correspondence from Miss Bess Hammer, Execu- 
tive Secretary, Tuberculosis Society of Hawaii, con- 
cerning routine chest plate on all hospital admis- 
sions for tuberculosis case findings. 

. A circular letter from the American Medical Asso- 
ciation on a resolution dealing with public rela- 
tions. 

. Letter from Territorial Medical Association request- 
ing papers for the scientific session of the annual 
meeting at Kauai. 

. Correspondence from Dr. Joseph Palma concern- 
ing American Academy of Pediatrics study of child 
health services. 
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For the scientific part of the program, Dr. 
George Tomoguchi read a paper on the etiology 
of hard of hearing among school children and the 
type of treatment. Dr. H. E. Crawford analyzed 
the types of cases he had seen in the past year and 
the respective treatment instituted. 

Dr. L. L. Sexton gave a report of the meeting 
held in Honolulu on January 31 on the arguments 
against the compulsory medical insurance plan 
which was recommended by the Hospital Service 
Study Commission to the legislature. 

The discussion on the motion made last month 
on the $75.00 assessment to finance medical eco- 
nomics and public relations program next took 
place. It was moved by Dr. Wipperman, seconded 
by Dr. Orenstein and carried that the balloting 
be by secret ballot by those casting the votes in 
person. Out of forty-four active members, twenty- 
seven ballots were cast in person and eleven by 
proxy. The result was that thirty-five voted in 
favor and three against the assessment. The mo- 
tion passed with more than the required two-thirds 
of the membership. 

After some discussion, Dr. L. L. Sexton moved 
that routine chest x-rays of all hospital admissions 
be taken with the approval of the attending phy- 
sicians and the patients. This was carried. 


Dr. Loo next moved that the Society defray the 
expenses of the councillor to the meeting of the 
council. The decision when to pay and when 
not to pay was left to the discretion of the Presi- 
dent and the Secretary and the councillor. This 
was unanimously carried. Dr. Phillips moved 
that Dr. Sexton’s expenses to the meeting in Hono- 
lulu held last week be reimbursed to the amount 
of $52.00. This was carried. 


The chair read the resolution of the Honolulu 
County Medical Society disapproving the recom- 
mendations of the Hospital Service Study Com- 
mission. It was moved by Dr. Phillips, seconded 
by Dr. Leslie and carried that we approve this 
resolutio nand instruct the councillor to carry our 
sentiment to the meeting of the Honolulu County 
Medical Society on February 7 in Honolulu. 


Dr. Wm. Bergin requested that a more suit- 
able hour for the clinical pathological confer- 
ence of the Hilo Memorial Hospital medical staff 
be arranged so that the country doctors may be 
able to attend. 

Dr. Seymour announced that the annual meet- 
ing and the president’s dinner will be held at 
Kona Tavern, Kainaliu, Kona on March 8. 
Everybody was invited to attend. 


TERUO YOSHINA, M.D. 
Secretary 
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HONOLULU COUNTY MEDICAL SOCIETY 


A special meeting of the Honolulu County 
Medical Society was held Friday evening, Jan- 
uary 31, 1947 in the Mabel Smyth Building. Dr. 
Bowles presided and there were 140 members 
present. 

Dr. Nils P. Larsen, the medical member of the 
Hospital Service Study Commission, presented an 
interpretation of the compulsory sickness tax plan 
to be presented at the next session of the Terri- 
torial Legislature. He told how an appropriation 
was made by the 1945 Legislature to study the 
costs of hospital and medical care and burial in- 
surance. The Governor appointed a committee of 
seven to study the situation and present recom- 
mendations. Burial insurance was found to be 
impractical, but the Commission recommended a 
plan to tax all incomes to pay for hospital care. 
Dr. Larsen described various details of the plan. 
He stated that he differed from the other Com- 
mission members in that he felt only catastrophic 
illness should be covered, whereas the report 
recommended striving toward complete medical 
coverage as its goal, and emphasized in three sep- 
arate places that the present plan was only an ini- 
tial ‘‘step’’ in that direction. 

Mr. Jay Ketchum, executive director of the 
Michigan Medical Service voluntary plan, dis- 
cussed national experiences which doctors have 
had with similar plans and patterns. Mr. Ketchum 
briefly described his experience as an actuary and 
his present position as director of the largest 
voluntary health system in the country. He pointed 
out serious fallacies in the compulsory plan and 
definite advantages of a voluntary system. 

Dr. Bowles announced that he hoped every 
doctor would study the proposed plan carefully 
and be ready to discuss it at the Society’s meeting 
the following week. 

Dr. F. J. Pinkerton, chairman of the Medical 
Economics Committee, reported progress in or- 
ganizing plans. He felt it was important that 
the doctors be honest, dignified and straight- 
thinking. He thanked Dr. Larsen for his report 
on the Commission’s work and stated that the 
public was to be educated regarding the Hawaii 
Medical Service Association. The doctors, he said, 
must be educated in public relations. For that 
purpose and for the purpose of conducting an or- 
ganized campaign to inform the public of the 
Medical Association’s views, the firm of Smith, 
Mansfield and Cummins had been hired as ex- 
erts. 

J Dr. Sexton and Dr. Dunn reported that Hawaii 
and Maui County Medical Societies were prepared 
to join in the educational program. Dr. Palma 
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had gone to Kauai Medical Society to discuss the 
program. 


On Friday evening, February 7, 1947, the 
monthly meeting of the Honolulu County Medi- 
cal Society was held in the Mabel Smyth Building. 
Dr. Bowles presided and 157 members and guests 
were present. 


Dr. Herbert E. Coe, chief of staff of the Seattle 
Children’s Orthopedic Hospital, spoke on factors 
influencing the surgery of infants and children. 
Dr. Coe was brought to Hawaii by the Crippled 
Children’s Bureau of the Board of Health. 

Guests withdrew following Dr. Coe’s talk. A 
preliminary writen ballot showed that 95 mem- 
bers voted in favor of the resolution opposing the 
report of the Hospital Service Study Commission, 
as presented by the Medical Economics Commit- 
tee, and 4 against it, with 2 blank votes. The 
members proceeded to freely discuss the report of 
the Hospital Service Study Commission and the 
proposed Resolution. In a series of motions, each 
one discussed at length, the following resolution 
was unanimously adopted: 


RESOLUTION 


The doctors of the Honolulu County Medical Society 
wish to compliment the Governor’s Commission on the 
accomplishment of a very difficult task. They appreciate 
that a great deal of valuable, factual information has 
been accumulated in attempting to relieve medical ex- 
pense at its most difficult level. They have been cogni- 
zant for many years of rising costs of hospitalization and 
offer their services to the Legislature in solving this 
problem. 

As a result of the deliberations at the meeting the 
Society voted to disapprove the recommendations of the 
Hospital Service Study Commission for the following 
reasons: 


BE IT RESOLVED, that where legislation has been en- 
acted embodying a compulsory sickness tax plan it has 
always resulted in: 


1) lowering the quality of medical care to the public 
and stifling of professional initiative; 

2) increasing very substantially its cost; 

3) creating an administrative political bureaucracy 
which has tended to destroy personal freedom and 
public independence; 

4) decreasing tremendously the efficiency of existing 
professional personnel by requiring additional mul- 
ticopy reports and bureaucratic red tape wholly 
alien to the personal services of the physician to 
his patient; and 

5) allowing Government intrusion into the most inti- 
mate and confidential of all personal relationships 
—that between physician and patient. 


BE IT FURTHER RESOLVED, that the Honolulu County 
Medical Society unequivocally supports and upholds the 
Hawaii Medical Service voluntary insurance plans which 
have been in existence for more than ten years, and is in 
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favor of extension of these plans to more adequately 
care for catastrophic illnesses. Those plans can meet all 
of the recommendations, and more, of the Hospital Serv- 
ice Study Commission with the exception of compulsion. 


AND BE IT FURTHER RESOLVED, that the Honolulu 
County Medical Society through every means within its 
power will vigorously promote the voluntary Health In- 
surance plans and otherwise inform the people, thus 
leaving the way clear for the public-at-large to assert its 
independence and moral dignity. 


The chairman asked for a vote regarding the 
advisability of restricting the sale of firecrackers. 
A show of hands indicated that the majority of 
members present favored such restriction. 

Dr. Pinkerton reported on the progress of the 
Medical Economics Committee, saying that a panel 
of doctors was being prepared, who would speak 
at clubs and organizations and over the radio. 
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For the radio speakers, scripts would be pre- 
pared in advance, but the doctors could phrase 
the material in their own words. Volunteers for 
the speakers’ panel were asked to meet on Feb- 
ruary 10. Dr. Pinkerton also announced that a 
meeting would be held on February 14 for the 
office staffs of all the doctors, in order that they 
might be well informed regarding the compulsory 
sickness tax. 

A bill is being prepared for this session of the 
Legislature, said Dr. Pinkerton, requiring doctors 
to file accident reports within five days of the 
time the patient comes into the doctor's hands, 
or forfeit the amount of the doctor’s bill. The 
actions of certain doctors had provoked this bill. 


S. L. YEE, M. D. 
Recording Secretary 
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NOTES AND NEWS 





Dr. W. B. PATTERSON and family have re- 
turned to Puunene, Maui, after spending a vaca- 
tion on the mainland. 

Dr. WILLIAM BERTRAM MEISTER, Col., U. S. 
Army, retired, has been appointed director of the 
bureau of medical services of the Health Depart- 
ment. Serving 35 years in continuous active serv- 
ice in the army, Dr. Meister has been on duty in 
army general hospitals in Alaska, France and the 
Panama Canal Zone. 

Dr. L. A. HONL, of Honolulu, formerly asso- 
ciated with Drs. Culpepper and Bailey, is now 
practicing in his new location at South Beretania 
Street. 

Dr. WILLIAM M. SHANAHAN, acting director 
of the mental hygiene division of the Health De- 
partment, resigned his position to go into full-time 
private practice. A luncheon honoring him was 
given by the bureau and division chiefs of the 
health department. 

Dr. and Mrs. CLARENCE CHANG, of 1958 Mott- 
Smith Drive, became parents of their second child, 
Lorin, born January 21 at Kapiolani Maternity 
Hospital. Dr. Chang is now sharing offices with 
Dr. Samuel Yee in Honolulu. 

Dr. HERBERT E. Cok, of Seattle, Wash., a spe- 
cialist in pediatric surgery, came here as a guest 
of the Crippled Children’s Division of the Terri- 
torial Board of Health. He was here for about a 
month to conduct clinics and present lectures. 

After two years in the Army Medical Corps 
in France and Germany, Dr. K. S. Tom has re- 
turned to Hawaii and has been temporarily serving 
as resident physician at Kapiolani Maternity Hos- 
pital. He will later enter private practice in 
Honolulu. 

Dr. ERNESTINE KANDEL HAMRE, who has 
been for two months in New York City, Chicago, 
and Minneapolis, Minn., where her husband, Dr. 
Christopher Hamre, is on the staff of the anatomy 
department at the university, recently returned 
home. 

Dr. ROBERT PERLSTEIN, assistant director of 
Leahi Hospital, left March 28 to join his family 
in Florida. He expects to return with them in 
August. 

Dr. Puitip M. Corsoy, of Honolulu, has re- 
turned from Los Angeles where he attended a 
two weeks’ post-graduate course in ophthalmology 


conducted by the Research Club of Los Angeles. 

Dr. RicHARD W. You, announced his associa- 
tion with Dr. FRED K. Lam in a general practice 
of medicine and surgery. 

On March first Dr. WAH Kar CHANG rfe- 
sumed his full-time practice in obstetrics and 
gynecology with the Chang Clinic. 

Dr. DoNALD W. Hewitt has returned from 
the mainland. 

Dr. ALLSTON GOURDIN has resigned from his 
position as acting chief of the division of venereal 
diseases, Territorial Board of Health. He has re- 
turned to Hong Kong, where he practiced before 
the war. 

Dr. MILDRED E. STALEY of Honolulu died in 
this city on February 4 at the age of 82. 

Dr. ALVIN V. MAJosKA and Miss S. Margaret 
Myers were married on February 15 at the Church 
of the Crossroads. 

There are two new resident physicians at Kapio- 
lani Maternity Hospital—Dr. Max H. BLEND 
and Dr. WILLIAM B. SIMPSON. 

Dr. AND MRs. FREDERICK ALSUP have returned 
from a mainland trip. = 

Dr. James T. S. Wonc is the new Resident 
in Obstetrics at The Queen’s Hospital. Dr. Wong 
has been a captain in the Army Medical Corps 
and went through the campaigns on Leyte, Oki- 
nawa and Ie Shima. He was born in Hilo, grad- 
uated from Jefferson Medical College and in- 
terned at Queen’s. He has been awarded the Dis- 
tinguished Service Medal and the Legion of Merit. 

The latest additions to The Queen’s Hospital 
internes are Dr. CALVIN McKay of Salt Lake 
City, Utah, Dr. CARLos MaDsEN of Provo, Utah, 
Dr. CHARLES RHEAD of Detroit, and Dr. 
MICHAEL AzzaTO of Chicago. 

Dr. Grover H. BATTEN is now assistant resi- 
dence surgeon at Queen’s. 

Following damage to Puumaile Hospital in the 
recent storm about sixty patients were transferred 
to Waimano on Oahu, thirty to Kula Sanatorium, 
and eighty-five beds were put to use at the Naval 
Air Station Hospital in Hilo. Dr. GEorGE W1L- 
LIAMSON, who joined the staff in September, has 
moved to Honolulu to care for the patients trans- 
ferred there. Dr. L. E. ALFORD joined the staff 
in November. The homes of Dr. LEsLiE and Dr. 
WILLIAMSON were severely damaged in the storm. 
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Dr. H. M. PATTERSON and family, of Olaa, 
Hawaii, have returned from a seven months’ trip 
to the mainland. They made their headquarters 
in North Carolina with Dr. Patterson’s mother. 
Dr.. Patterson visited the principal medical cen- 
ters in the east—Boston, New York, Cleveland 
and Philadelphia. He spent much of his time 
at Duke University and Bowman Gray College 
of Medicine, Wake Forest, North Carolina. He 
also spent some time with Dr. Dennen of New 
York Post Graduate Hospital. He was reviewing 
principally surgery, obstetrics and gynecology. In 
Cleveland he attended the Clinical Congress of 
the American College of Surgeons from December 
16 to 30, at which time he was inducted as a 
Fellow. Meantime he was also able to enjoy a 
good vacation with a variety of sports and enter- 
tainment. Dr. Patterson has resumed his work 
in Olaa with Dr. RoDNEY WEST as his associate. 
On July 1 Dr. West will take over the work as 
head physician and Dr. Patterson will open an 
office in Honolulu. 

Dr. GEORGE EWING, intern from Queen’s Hos- 
pital, has been with Dr. West at Olaa for two 
months. 

Dr. SCOREBRAND, who has been assisting Dr. 
BERGIN at Pepeekeo, has accepted a position at 
Kalaupapa, assisting Dr. NORMAN SLOAN. 

Dr. PATRICK J. LyNAM, recently discharged 
from the navy, is assisting Dr. CRAWFORD pend- 
ing the opening of his offices in Honolulu. 

Dr. L. L. SEXTON has been appointed chairman 
of the Health and Sanitation Committee of the 
Hilo Chamber of Commerce. 

Dr. B. R. RowEN of New York has been as- 
sisting Dr. FERNANDEZ at Laupahoehoe since 
Nov. 1, 1946. 
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STERILITY GROUP MEETS 


The third annual convention of the American 
Society for the Study of Sterility will be held at 
the Hotel Strand, Atlantic City, New Jersey, 
on June 7 and 8, 1947, preceding the annual 
A.M.A. Convention. The general theme of the 
meetings will be that of attempting to disseminate 
to the physician treating marital infertility an 
overall picture of the latest advances in reproduc- 
tion. The convention will include original papers, 
round table discussions, scientific exhibits, and 
personal demonstrations. Registration for the ses- 
sions is open to members of the medical and allied 
professions. 

Additional information may be obtained from 
the secretary, Dr. John O. Haman, 490 Post 
Street, San Francisco 2, Calif. 
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EXTENSION COURSE FOR MEDICAL 
RECORD LIBRARIANS 

To meet the shortage of trained medical record 
librarians a course has been designed to give in- 
service instruction in the field. This extension 
course is directed by the Education Board of the 
American Association of Medical Record Librar- 
ians and is conducted on a nation-wide basis. The 
in-service training of medical record librarians has 
been made possible by a grant of $22,000 from 
the National Foundation of Infantile Paralysis. 

Anyone employed in hospital or clinic records, 
and administrators interested in a better undcr- 
standing of the record department are eligible to 
attend. Persons previously so employed who de- 
sire to take a refresher course will be accepted. 

It is hoped that the program can be carried on 
for at least two years. Since the $22,000 grant 
is not sufficient to maintain the course beyond the 
present schedule of 25 classes a tuition fee of $20 
is charged. Any amount over actual expenses will 
be used for a correspondence course of continuing 
study for those persons who have had this training. 

The class meets for five consecutive days. Stu- 
dents learn medical terminology, medical ethics 
and related subjects and how to use Standard 
Nomenclature of Disease and of Operations. They 
have practice periods and lectures additionally. 

Twelve courses have been held in areas along 
the eastern coast. Future meetings are scheduled 
for Los Angeles, February 24-28; San Francisco, 
March 3-7; Portland, Oregon, March 10-14; 
Seattle, March 17-21; Omaha, March 24-28; Bir- 
mingham, April 14-18; Indianapolis, April 28- 
May 2; Detroit, May 12-16; Cleveland, May 19- 
23; Minneapolis, May 26-30 and Boston, June 
9-13. 

In addition to the in-service training grant, 
the National Foundation of Infantile Paralysis 
has given $61,000 for scholarships to train new 
personnel as medical record librarians. 
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CALLING ATTENTION TO 


Items of possible interest to friends of 
Chauncey D. Leake 


January, 1947 


1. New Books. The United States Quarterly Book 
List (Library of Congress, $1.75 per volume from Supt. 
Documents, U. S. Gov. Printing Office, Washington 
25) offers selected pertinent review with biographical 
data. Sir Charles Sherrington is keen as ever in The 
Endeavor of Jean Fernel (MacMillan, N. Y., ’46, $3.50). 
L. I. Dublin and A. J. Lotka revise important Money 
Value of a Man (Ronald Press, N. Y., 205 pp., *46, 
$6.00). J. Dobson offers useful Anatomical Eponyms 
(Bailliere, London, 46, 249 pp., $7.00). W. Klyne is- 





264 


sues a Practical Chemistry for Medical Students with 
fundamental scientific orientation (Livingstone, Edin- 
burgh, °46, 474 pp., $5.00). W. S. Craig documents 
well in Child and Adolescent Life in Health and Dis- 
ease: A Study in (Britsh) Social Pediatrics (Livingstone, 
Edinburgh, '46, 683 pp., $6.00). T. Reik presents Ritual 
Psychoanalytic Studies (Farrar Straus, N. Y., °46, 
$5.00). J. P. Baxter gives official story of OSRD in 
Scientists Against Time (Little Brown, Boston, 488 
pp., $5.00). J. P. Greenstein announces important 
Biochemistry of Cancer (Academic Press, N. Y., °47, 
$7.00). G. Pincus edits Recent Progress in Hormone 
Research (Academic Press, N. Y., ’47, 400 pp., $7.00). 
J. Barcroft summarizes Researches on Pre-Natal Life 
(Blackwell's, Oxford, *46, $9.00). R. Crawshay-Wil- 
liams discusses The Comforts of Unreason (Blackwell's, 
Oxford, ’46, $4.00). H. J. Eysenck describes Dimensions 
of Personality (Blackwell's, Oxford, ’46, $6.00). Sym- 
posium appears on Heredity and Variation in Microor- 
ganisms (Cold Spring Harbor Biological Lab., N. Y., 
"46, 300 pp., $6.00). C. E. K. Mees reveals The Path 
of Science (Wiley, N. Y., ’46, 240 pp., $3.00). New 
symposium appears on Dental Caries and Fluorine 
(AAAS, Washington, 119 pp., 46, $3.50). E. T. 
Engle edits The Problem of Fertility (Princeton, '46, 
320 pp., $3.75). A. Magitot is stimulating in Psysiologie 
Oculaire Clinique (Masson, Paris, ’46, 750 fr.) 


2. PHARMACOLOGY: Curare gets well reviewed by 
E. B. Schlesinger (Am. J. Med. 1:518 ’46) and by A. E. 
Bennett (Am. Scientist 34:424 ’46). J. H. Comroe & 
Co. find di-isopropyl fluorophosphate (DFP) inferior 
to neostigmine in myasthenia gravis (Am. J. Med. Sci. 
212:641 46). C. Heymans & Co. report dibenzyl methy- 
lamine in diuretic and central stimulant (Arch. Internat. 
Pharmaco. Therap. 72:233 46. D.1I. Macht finds throm- 
boplastic effects from digitalis and mercurial diuretics, 
offering possible explanation of sudden deaths in high 
dosage (Ibid p. 297). R. M. Suarex, A. D. Welch & 
Co. find conjugated pteroylglutamic (folic) acids in- 
crease urinary output of folic acid, which is further 
increased by folic acid free liver extract ( J. Lab. Clin. 
Med. 31:1294 ’46). R. K. Richards and G. M. Everett 
summarize data on tridione (Ibid p. 1330). J. Levy & 
Co. study effects of central stimulant and depressant 
drugs on brain slice respiration (Bull. Soc. Chim. Biol. 
28:328 '46). E. B. Verney discusses absorption and ex- 
cretion of water in relation to antidiuretic hormone 
(Lancet 2:744, 781, Nov. 23, 30 46). 7. S. Gardner 
finds daily ingestion of yeast nuclei acid prolongs aver- 
age life span of mice (J. Gerontol. 1:445 '46), confirm- 
ing T. B. Robertson (Austral. J. Exp. Biol. Med. 
5:47 ’28). 


3. CHEMOTHERAPY: Excellent symposium on back- 
ground to chemotherapy (Brit. Med. Bull. 4:241 °46) 
with history by E. M. Lourie, microbial antagonisms by 
H. W. Florey, antibacterial action by H. MclIlwain, nu- 
trition of bacteria by P. Fildes, microbial resistance by 
F. R. Selbie, chemotherapy of rickettsial and virus dis- 
eases by C. H. Andrews and H. King, local chemother- 
apy by L. P. Garrod, and principles of administration 
by J. H. Gaddum: also reviews of chemotherapy from 
Institute Pasteur Paris by the J. Trefouels, D. Bovet and 
F. Nitti. R. A. Peters, R. H. S. Thompson and L. A. 
Stocken report on mechanism of arsenic toxicity by 
interference with pyruvate oxidase systems with protec- 
tion by dithiols (Biochem. J. 40:513 '46). R. H. Major 
reviews favorable results with nisulfasole in chronic 
ulcerative colitis (Am. J]. Med. 1:485 ’46). A. M. Fisher 
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describes bacteriocidal penicillin action on bacterial mor- 
phology (J. Bact. 52:539 46). G. W. Irving & Co. 
report fungicidal action of antibiotic tomatin (Ibid. p. 
601). Excellent symposium on antibiotics including 
microbiological and pharmacological discussion by 20 
contributors (Ann. N. Y. Acad. Sci. 48:31 °46). C. 
Levaditi & Co. propose liposoluble combination of 30,000 
U methyl! penicillin and 100 mgms. bismuth octyl ethyl- 
malonate for effective syphilis therapy (Presse Med. 
57:781, Nov. 23, ’46). 


4. FURTHERMORE: G. M. Lyon discusses atomic 
energy and future health (Milit. Surg. 99:762 °46). 
L. Nanninga shows fibrinogen with molecular weight 
around 400,000 is no protease (Arch. Neurl Physiol. 
27:241 '46). R. Jakowicz and L. M. Bryce find cerebro- 
spinal fluid inhibits Rh agglutinins (Med. J. Austral. 
2:740, Nov. 23, 46). H. Henry and M. Stacey show 
gram-positive or dye retaining constituent of cell in 
nucleoprotein (Proc. Roy. Soc. B. 133:391 ’46). Our C. 
R. Allen and H. C. Slocum recommend anesthetic con- 
trol with cyclopropane in Cesarean section (Texas S. J. 
Med. 42:482 ’46). 


February, 1947 


1. More Books: Interesting biographies include: 
A. Flexner’s Daniel Coit Gilman, Creator of the Ameri- 
can Type of University (Harcourt, Brace, N. Y., ’46, 
182 pp., $2.00), S. Harris’s Banting’s Miracle, the Story 
of the Discoverer of Insulin (Lippincott, Phila., ’46, 
265 pp., $3.00) and J. A. Loman’s Adventures of a 
Ballad Hunter (MacMillan, N. Y., ’47, 309 pp., $3.75). 
Also A. H. Maloney’s Amber Gold (Meador, Boston, 
46, 448 pp., $2.50). H. Ward edits popular New 
Worlds in Medicine (McBride, N. Y., ’46, 707 PP. 
$5.00). L. Bryson discusses Science and Freedom 
(Columbia Univ. Press, N. Y., ’46, 251 pp., $2.75). G. 
Lawton offers Aging Successfully (Columbia Press, 
N. Y., 47, 266 pp., $2.75). C. Gruchy notes Creative 
Old Age (Counseling Center, San Francisco, ’46, 143 
pp., $2.75). M.F.A. Montagu reports on Adolescent 
Sterility (C. C. Thomas, Springfield, Ill., ’46, 157 pp., 
$3.50). M. Luckiesh discusses Applications of Germi- 
cidal, Erythemal and Infrared Energy (Van Nostrand, 
N. Y., '46, 470 pp., $5.50). F. J. Hodges, I. Lampe 
and J. F. Holt offer useful Radiology for Medical Stu- 
dents (Year Book Publ., Chicago, 47, 411 pp., $6.75). 
E. H. Hashinger completes Logan Clendening’s post- 
humous Methods of Diagnosis (Mosby, St. Louis, ’47, 
1064 pp., $10.00). J. E. M. Thomson’s Orthopedic 
Problems appears (Edwards, Ann Arbor, ’47, 234 pp., 
$6.00). R. A. Cooke offers Allergy (Saunders, Phila,, 
’47, 572 pp., $8.00). H. H. Horner surveys Dental 
Education Today (Univ. Chicago Press., ’47, 454 pp., 
$6.00). L. Daniels, M. Williams, and C. Worthington 
describe Muscle Testing (Saunders, Phila., 47, 189 pp., 
$2.50). D. E. Lea notes Actions of Radiation on Living 
Cells (MacMillan, N. Y., ’47, 311 pp., $4.00). E. D. P. 
de Robertis, W. W. Nowinski and Saez offer excellent 
Citologia General (El Ateneo, Buenos Aires, °46, 
$4.50). 

2. CANCER: Russian symposium includes L. A. Sil- 
ber on filtrability of tumors; A. D. Timofeyski on tumors 
in tissue culture; G. Roskin on toxin therapy of can- 
cer and toxicity of blood in cancer, and cancerolytic 
substances of trypanosoma Cruzi, and A. Y. Altgauzen 
on diagnosis of malignancy from fresh smears (Amer. 
Rev. Soviet Medicine 4:100, '46). E. V. Cowdry pro- 
poses financing of cancer research (Science 105:53 Jan. 
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17, '47). A. R. Gopal-Ayenga and E. V. Cowdry re- 
port drop in desoxyribose nucleic acid in chromosomes 
after methylcholanthrene with marked rise when car- 
cinoma develops (Cancer Res. 7:1 '47). C. Carruthers 
and V. Zuntzeft note increase in activity of succinic de- 
hydrogenase and cytochrome oxidase in cancerous tissue 
(Ibid 9). See abstracts of 46 Gibson Island Conference 
on cancer (Ibid p. 37). F. R. Miller & Co. note remis- 
sions in lymphoblastic leukemia following injections of 
crude myelokentric acid from urine of chronic myeloid 
leukemia patients (Blood 2:15, ’47). 


3. ACETYLCHOLINE: E. J. Carey & Co. say that mo- 
tor end plates in muscle seem to be biologic jet pumps 
to discharge acetylcholine into muscle myoplasm (Amer. 
J. Path. 22:1205, ’46). C. S. Koschtojanz and T. M. 
Turpajew find -SH necessary for acetylcholine effects 
on heart (Nature 158:837, Dec. 7, °46). B. Minz 
(Paris) suggests that thiamin in cocarboxylase is factor 
in acetylcholine synthesis (Proc. Soc. Exp. Biol. Med. 
63:280 °46). J. E. Davis finds that pteroyl glutamic 
acid increases cholinesterase activity of sera (Ibid p. 
287). 


4. Aso: Nobelate H. J. Muller gives Pilgrim Trust 
Lecture on gene (Proc. Roy. Soc. B. 134:1, ’47). J. A. 
Ryle well discusses meaning of normal Lancet 1:1, Jan. 
4, ’°47). G. Ekehorn criticises H. W. Smith’s renal 


kinetic theory (Acta Med. Scand. 124:282, 379; 125:148, 
46). George Dock reminisces pleasantly on clinical 
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pathology in the eighties and nineties (Am. J. Clin. 
Path. 16:671, 46). M. J. Andre discusses oxygen apnoea 
as noted by A. Mosso (Arch. Ital. Biol. 41:138, 157, 
1904; Presse Med. 60:815, Dec. 7, 46). A Leya de- 
scribes marked antianaphylactic action of dimethyl- 
amino ethyl-benzylaniline HC1 (‘‘antergan”) (Compt. 
Rend. Soc. Biol. 140:191 °46). J. H. Lawrence & Co. 
note convulsive narcosis in mice from 60 per cent xenon 
in oxygen and give oil-water solubilities for inert gases 
(J. Physiol. 105:197, ’46). See symposium on thyreo- 
toxicosis (Med. J. Austral. 2:789, Dec. 7, °46). B. M. 
Bloomberg reports on absorption and excretion of p- 
amino benzoic acid (S. Afr. J. Med. Sci. 11:51, ’46). E. 
Boyland notes acute convulsive effects from water reac- 
tion compounds of nitrogen mustards (Brit. J. Pharma- 
col. 1:247, 46). F. M. Berger and W. Bradley find 
powerful safe muscle relaxation from dihydroxy methyl 
phenoxy propane (“myanesin”) (Ibid. p. 265). J. C. 
Trent’s interesting biography of yellow fever runs 
through year’s issues of N. Carolina Med. J. (7:22, etc., 
654, 46). A Cournand analyses dynamics of pulmon- 
ary circulation (Bull. N. Y. Acad. Med. 23:27, ’47). 
D. E. Lea and M. H. Salaman suggest that smaller bac- 
teriophages are macromolecules like crystalline plant 
viruses while larger phages are primitive single celled 
organisms (Proc. Roy Soc. B. 133:434, ’46). H. Fraen- 
kel-Conrat & Co. find succinic ester of gramacidin active 
and nontoxic (Proc. Soc. Exp. Biol. Med. 63:302, 46). 
Our C. M. Pomerat & Co. describe toxicity of barbitur- 
ates on tissue cultures (Ibid p. 322). 
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uniformity of Klim. 
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As you know, an infant’s diet should not vary 
from day to day. 


When a baby is being reared on Klim, you can 
be sure that his diet will not vary, for Klim is 
uniform. Frequent tests are made on Klim to as- 


sure this necessary uniformity—as well as purity, 
safety, and highest quality. 


EE S——S—- 
<a ee 


as. 


KLIM 


POWDERED 
WHOLE MILK 








EXCELLENT FOR BABIES 
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prevents contamination. 
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SYMPOSIUM ON MEDICAL RECORDS 


The Record Librarian Association, Territory of 
Hawaii, organized in January, 1944, has as yet 
only a small membership, but among its numbers 
are several well experienced in this field. Even 
though several hospitals in the community have 
been approved by the American College of Sur- 
geons as having met minimum requirements, some 
of the record librarians report that a good many 
of the records are of surprisingly low quality. It 
seems that many physicians on the hospital staffs 
fail to see the value of carefully written records. 
They feel they are too busy taking care of patients 
to take time to allay the worries of the librarian 
who has itemized the deficiencies of their records. 

Since two major functions of the hospital are 
to provide care for the sick and injured and to 
educate doctors and others allied with the medical 
profession, medical record keeping assumes an 
important part in each instance. Medical records 
accurately kept not only improve care for the pa- 
tient during a current illness, but also provide 
information for follow-up care, or for use in sub- 
sequent illness. Education of medical and allied 
professions is brought about by case and group 
studies of disease. 

Moreover, should the hospital or physician be- 
come the defendant in legal action, their liability 
would depend upon the written record. Whether 
or not the record would substantiate the facts 
would depend upon the accuracy and completeness 
of its contents. 

Record librarians have pledged themselves to 
the service of good record keeping. Members of 
the Territorial Association feel they have a fertile 
field in which to work here in the Islands. They 
are keenly interested in seeing progress in their 
own hospitals and they are seeking the interest 
and cooperation of all who contribute to making 
up the records. 

The first three papers to follow were pre- 


sented at the annual meeting of the Hospital As- 
sociation of Hawaii in December 1946. While 
they were prepared primarily for hospital adminis- 
trators, they cover material of interest and value 
to others in the medical field. The fourth paper 
was added to remind nurses that in the efficient 
discharge of their duties in the care of the sick 
and injured, the writing of good notes is not the 
least of their contribution. 


V. BUCHANAN, R.N., R.R.L. 


i a 


The Admitting Office and Its Relation to the 
Medical Record Department 


GRACE GARDINER, R.N., R.R.L.* 


I have been asked to open the Medical Record 
Librarians’ section of this meeting with a brief 
discussion of the importance of the admitting of- 
fice and its relation to the medical records depart- 
ment. I shall speak on the essential sociological 
data of the record and the personnel of the admit- 
ting office. 

The admitting office has often been called “the 
heart of the hospital.” It is the patients’ and rela- 
tives’ first impression of the institution. Surely, 
then, there should be careful selection of the per- 
sonnel of this department. The individual who 
conducts the admission interview should be exper- 
ienced in meeting and handling the public,and 
familiar with hospital ethics. She should be aware 
of the importance of the data to be secured. Some 
knowledge of medical terminology, birth certifi- 
cates and death certificates is desirable. Too fre- 
quently this department is staffed with clerks un- 
familiar with hospital routine and hospital ethics, 
which leads to confusion and inefficiency, and at 
the same time exerts a distinct and bad psychologi- 
cal influence on the patients, relatives, friends, and 
personnel in other departments in the hospital. 


* Medical Records Librarian, Kuakini Hospital. 
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Many business firms have found it advantageous 
to give their employees a course in “‘business eti- 
quette.”” Would it not-raise the standards of the 
hospital to install a course in “hospital etiquette’’? 
It would seem most important that hospital per- 
sonnel be skilled in the art of graciousness. 


Securing the sociological section of the record, 
keeping a record of admissions, discharges, births 
and deaths are the duties of the admitting office. 
The utmost cooperation should exist between the 
admitting office and the medical record depart- 
ment in the interchange of information pertaining 
to these matters. 

The identification sheet and the statistic card 
should show the full name of the patient and his 
or her address, telephone number, place of birth, 
nationality, age, date of birth, marital status, re- 
ligion, occupation and Social Security number; the 
name, address and telephone number of the near- 
est relative or friend; the name of the attending 
physician and the intern assigned to the case; 
whether the patient is a readmission; the name of 
the patient’s father and his place of birth; the 
maiden name of the mother and her place of 
birth; the name and address of employer; name 
and address of the party responsible for the ac- 
count; the date and hour of admission and dis- 
charge; the number of the room to which the 
patient has been assigned; and the correct hospital 
number. If all of this information is secured on 
admission, it will not be necessary to approach 
the patient or relatives at a later date for further 
data. The admitting or provisional diagnosis 
should be secured from the attending physician 
in the admitting office. If this is not done, there 
is usually no admitting diagnosis recorded by any 
one. The patient should sign the statistic card on 
admission so that it will serve as a means of identi- 
fying his signature at a later date if necessary. 

The number assigned the patient constitutes 
the patient’s identification in all departments of 
the hospital. Sociological data become important 
to the patient who has no birth certificate and 
wishes to obtain a delayed birth certificate; and 
for the patient entitled to old age benefits who 
has no other means of proving his or her age. 
Addresses and telephone numbers of nearest rela- 
tives and friends are most essential in case of un- 
favorable course of the disease. Much of the data 
secured in the admitting office may he required 
for birth certificates, death certificates and insur- 
ance claims. Great care should be exercised in ob- 
taining the correct spelling of names. 


Previous admission to the hospital should be 
ascertained and noted in the sociological data so 
that the old record may be used by the physician 
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for reference during the current hospitalization 
period. 


In many hospitals the admitting office obtains 
the signature or signatures for permission to oper- 
ate. It would seem that it should be the duty of 
the admitting officer to explain to the patient or 
the next of kin if the patient is unconscious, irre- 
sponsible, or a minor, just what he or she has been 
asked to sign. Too frequently the patient or next 
of kin is handed the permit and asked to sign with 
no explanation. The patient or responsible party 
is not given time to read the permit or is too con- 
fused to realize just what it is that he or she is 
signing. 

In conclusion I should like to quote a short 
verse which appeared in the March 1946 issue of 
the Journal of the American Association of Medi- 
cal Record Librarians: 


WHAT'S IN A NAME? 


“There is nothing in a name,” they say, 
Yet you would be surprised 
How much of time we waste away 
Until we realize 
That Josephine is not plain Joe, 
Or Frederika, Fred. 
We hunt until we're all worn out 
And really seeing red. 
How can we know you're thinking Smith, 
When you’re writing Brown or Jones? 
Though we've tracked many a baffling case, 
That would have worried Sherlock Holmes. 
So when you’re making out reports, 
Please keep the name the same, o 
Because, when filing records, 
There is something in a name! 


’ vf 


Hospital Lawsuits 
MARJORIE LARSON, R.R.L.* 


My subject pertains to the legal aspects of medi- 
cal records. Most of the material in this paper has 
been taken from three lectures presented at an 
Institute for Hospital Administrators given at 
Stanford University. These lectures were written 
by Sister Patricia, Administrator of St. Mary's 
Hospital, Duluth; Dr. MacEachern of the Ameri- 
can College of Surgeons; and Mr. Howard Bur- 
rell, Attorney, San Francisco. Since there is a 
limited amount of time in which to present this 
paper, common problems that frequently cause 
lawsuits have been selected. 

Recently a doctor who had been in practice on 
the mainland stated that the hospitals of the Ter- 
ritory are wide open for shyster lawyers. While 
there have been few occasions for hospitals in 
the Territory to be bothered about lawsuits in the 


* Formerly Medical Record Librarian, Kapiolani Maternity and 
Gynecological Hospital. 
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past, changing times and population might make 
it a policy of wisdom to follow the old adage that 
in ounce of prevention is worth a pound of cure. 

In California a few years ago the decision in 
i case laid down the rule that a child could main- 
ain an action for damages sustained both before 
ind after the severing of the umbilical cord. Fol- 
lowing that case a bill was pending before the 
California Legislature to remove the effect of the 
jecision, but whether this was accomplished, I 
cannot say. 

We know that medical records contain confi- 
dential and private information and are the prop- 
erty of the hospital, yet employees uninstructed 
in the matters of ethics and policy will give out 
such information indiscriminately. Medical rec- 
ords should be kept under lock and key and au- 
thority delegated to the record librarian regarding 
the type and amount of information that can be 
given from them. 

An attorney or insurance representative does 
not have access to records unless he presents a 
signed statement of permission from the patient 
and the physician in charge of the case. It is 
essential that the hospital secure a specimen sig- 
nature of the patient and the signature on the 
admission or statistics card is adequate. Records 
can be called to court on subpoena, but either the 
superintendent or the medical record librarian 
should accompany the record to court. It is usual 
for the librarian to do so. 

X-ray films are part of the hospital record be- 
cause the patient pays for the diagnosis but not 
the picture. 

It is known that the signed consent of a patient 
must be obtained for an operative procedure. The 
consent, of course, should be signed before the 
patient has had any drugs, narcotics, or anesthetic, 
and the individual must be of sound mind. In a 
malpractice suit it appeared that the patient ar- 
rived at the hospital on the morning of the oper- 
ation. Her signature was attached to the form 
for a consent of surgery, but the hospital chart 
did not show the time the consent was actually 
signed. It did show, however, that the patient 
was given medication shortly after arrival. That 
patient stated under oath that she did not sign 
anything before being given a sedative. As a re- 
sult, the court ruled that her signature was not 
valid. It is also necessary that the patient be in- 
formed fully and truthfully what his consent 
covers. 

“Abortions and sterilizations are legal when 
performed in connection with the treatment of a 
disease or preservation of health or life, but it is 
important that the consent of the patient and the 
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need of the abortion or sterilization be definitely 
established, and all hospitals in such cases should 
require a consultation in writing between the pa- 
tient’s doctor and other staff doctors . . . This 
should be part of the medical record.” The sig- 
nature of the spouse should also be obtained. 
Damage suits have arisen in later years claiming 
fraud or illegality, but a hospital record contain- 
ing the aforementioned information would re- 
move any supposed basis for such a lawsuit. 

A common cause of malpractice suits is the hot- 
water bottle burn. It is believed to be a good 
policy for hospitals to require that whenever a 
hotwater bottle is applied, a notation of the water 
temperature, as well as the patient’s condition at 
that time, be placed on the chart. 

Improper and inadequate identification of babies 
has been the cause of many lawsuits. Most hos- 
pitals require footprints and fingerprints of the 
newborn and sometimes the mother’s finger 
prints. A hospital in California requires that when 
a mother is dismissed with her baby she sign 
for the baby to show that she has received her 
own child. 

All doctors’ orders should be in writing and 
if given over the phone should be signed at the 
first opportunity. There was a malpractice suit 
in which the doctor denied having given a certain 
order. 

All facts should be recorded. Nurses often fail 
to chart doctors’ visits. If a chart went to court 
and under examination was found to show no 
evidence that the doctor had visited, it would be 
assumed that he did not visit and therefore neg- 
lected his patient. 

There have been suits against hospitals and 
physicians which involve the too-tight bandage 
and cast. I know of one case in which a two year 
old child had to have his arm amputated after 
the development of gangrene from a too-tight 
cast. The physician’s insurance company paid the 
damages; the hospital was freed of blame because 
the nurse had recorded on the chart the color of 
the child’s fingers and had called the doctor’s at- 
tention to it. 

Removal of drains and tubes or any foreign 
substances should be recorded. Occasionally a 
drain will come out with the dressing. In one 
lawsuit case the nurse failed to record the coming 
away of the drain with the dressing and that case 
progressed in court for days as to “whether a 
drain had or had not been removed at a certain 
time. 

Whoever is in charge of nursing service should 
be responsible for the proper kind of nurses’ notes 
and also see that doctors write and sign their 
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orders. The hospital is frequently to blame for a 
nurses’ carelessness. 

Much too often charts fail to record matters 
which are considered routine. I shall quote from 
Mr. Burrell’s paper: ““As an example, as you all 
know well, in obstetrical cases the administration 
of ergot, pituitrin, or both, is done for patients 
in a routine manner. However, the fact that such 
procedure is routine and is customarily and ordi- 
narily done makes it all the more necessary for 
the facts in respect thereto to be recorded. It is 
not enough for the nurse who is being cross-ex- 
amined as to why a certain item of nursing treat- 
ment was not set down on the chart to say, ‘Well, 
I know I did it because I always do it and that 
is why I didn’t put it down.’ As a matter of 
fact, lawyers hear this discouraging answer time 
after time.” 

There was a case of a patient who stated under 
oath that she had had breakfast before the adminis- 
tration of nitrous oxide—ether anesthesia and that 
she had aspirated some food while under this 
anesthesia, resulting in pneumonia and the light- 
ing up of an old tuberculous condition. The chart 
did not show whether or not breakfast had been 
given and therefore the defense had no proof to 
dispute her statement. Another patient was being 
given an intravenous infusion following an opera- 
tion. The nurse left the room and no one was in 
attendance. Somehow the needle came out of the 
vein and fluid flowed into the surrounding tissues. 
Later sloughing took place, a rather large depres- 
sion resulted and the patient won her lawsuit 
against the hospital. 

Valuables of patients should be listed and stored 
in the safe. If a patient wishes to retain them, 
there should be careful explanation that the hos- 
pital is not responsible. Lawsuits have arisen over 
petty thievery in hospitals. 

Patients should not be released from the hos- 
pital without signed permission of the doctor. 
Technically the hospital is responsible for the 
patient from the time of entering the hospital until 
properly dismissed. A patient leaving the hospi- 
tal without permission should sign a release stat- 
ing that fact. 

At one time I made inspection rounds with a 
representative of an insurance company who was 
obtaining information on which to base the in- 
surance rate of a hospital. He checked on all 
wheelchairs, operating and delivery tables, guer- 
neys. He advised that hallways and stairways in- 
side and out be properly lighted and that rubber 
mats be placed on slippery concrete steps. This 
particular hospital was a two story stucco building 
and had no fire escape. Ramps had to be built 
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from the second floor nursery to the ground and 
the doors had to swing from the inside out. The 
representative inspected for short circuits, looked 
at the x-ray machine, and other equipment such as 
gas machines, etc. We went through the kitchen, 
into the laundry, down into the basement, checked 
the boilers, up and down ramps to see if they 
were or could be slippery. In fact, he looked 
above, below, under and practically through every- 
thing. He quizzed me on medical records, whether 
or not blood counts and urinalyses had been taken 
on surgery cases, and many other things pertain- 
ing to the hospital records. 

Most mainland hospitals are record conscious, 
many of them through the hard way: experience 
from lawsuits. Mr. Burrell stated that an improp- 
erly kept and slovenly chart can often be a source 
of more embarrassment to a hospital than no chart 
at all. 

In conclusion I shall quote from Dr. MacEach- 
ern’s paper: ‘“While it is always desirable to avoid 
medicolegal complications, not infrequently they 
are inevitable. In most instances, the patient has 
little ground for legal action since the physician, 
surgeon, or hospital will settle out of court in those 
cases in which suit is justifiable. In many of the 
cases which do go to court, the physician or hos- 
pital is not at fault and the defense is strengthened 
materially by the medical record written at the 
time the alleged error occurred and with no 
thought of future suit. Hospitals or physicians 
who are lax in keeping proper medital records 
may find malpractice or medicolegal suits most 
difficult and embarrassing when called upon to 
testify in their own defense.” 
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Responsibility of Hospital Personnel and Medical 
Staff in Securing a Complete Hospital Record 


ANTONIA PECHACEK, R.R.L.* 


A medical record is brought to the record room 
by the nurse who discharges the patient. The nurse 
may bring it with the thought ‘‘another chart for 
filing,” which is all very true; but before the 
record was compiled it took the combined efforts 
of many departments in the hospital: admission, 
laboratory, x-ray, social service, dietary, nursing, 
surgery, administrative, internes, residents and the 
attending physician. Before a record is filed it 
often entails contacts with these various depart- 
ments. 

It is a happy record librarian who finds all the 
previous day's discharged records on her desk. 
If they are completely diagnosed and contain all 


* Medical Record Librarian, Children’s Hospital. 
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the component parts needed in each record she 
is, indeed, a lucky person. But this is where the 
day’s work begins. She must first make certain 
that all the records on patients discharged on the 
previous day are on her desk, and if she finds 
that some are missing, it is necessary for her to 
contact the nursing supervisor who had charge 
of the patient. 

As the record librarian checks through the rec- 
ords she must bear in mind what Dr. MacEachern 
says: that “when a medical record is completed 
it should contain sufficient data in sequence of 
events to justify the diagnosis and warrant the 
treatment and the end results.” 

Every effort is being made to improve the qual- 
ity of the records here in the Territory, and to 
have everyone in the hospital record-conscious 
is one of the manifold duties of the record librar- 
ian. This is where it takes intelligent cooperation 
with the other departments of the staff. For in- 
stance, it is very important to have the nurses’ 
notes signed by the nurse who makes the notation. 
Each hospital day must be accounted for on the 
graphic sheet, nurses’ notes, and any other record 
kept by that department. 

If some of the day’s reports are accidentally mis- 
dated or not in the proper sequence, it is the 
duty of the record librarian to call the discrepancy 
to the attention of the floor supervisor who was re- 
sponsible for the patient’s record. If x-ray, sur- 
gery, or laboratory reports are not included in the 
record and they have been ordered by the attend- 
ing physician, the respective departments must be 
contacted before the patient’s record can be con- 
sidered complete. 

When all the component sheets are included, 
and if the record still lacks the diagnosis and 
the doctor’s signature, the next worry of the record 
librarian is to have the doctor sign it. She may 
be fortunate enough to have him come into the 
office and offer to do it, or she may ask him to do 
so as he passes her door. He may heed her request 
or he may be too busy to do it that day. In which 
case she must think about ‘‘another incomplete 
record.”” It may be several days before she sees 
the doctor again and the end of the month may 
come and find the record still unsigned. This 
often necessitates a telephone call to the doctor's 
office and then again, more waiting. And unless 
all records are properly signed and each compo- 
nent part is in its proper order, the record would 
not be accepted in court where any record may 
be subpoenaed. As Edna Huffman says, “be- 
cause each hospital patient is a potential court 
case careful recordings of the medical findings 
are of primary importance.” It would be well in- 
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deed if every hospital employee could be cognizant 
of this possibility. 

It is difficult to produce flawless work with poor 
tools and one of the first and essential needs is to 
have a record room so furnished that there is a 
comfortable place for the doctor to sit down while 
signing his records. A conveniently located table 
or desk, good pens, plenty of ink, an ashtray, and 
note paper are all essential. This is where the 
administrator enters into the picture, as he is the 
only one who can provide the necessary equip- 
ment. This, of course, also includes good tpe- 
writers, suitable files of durable material, prefer- 
ably steel with roller bearings rather than cheap 
transfer files; dictionaries; and proper lighting, as 
well as the little conveniences previously men- 
tioned. 

It is recommended that each attending physi- 
cian keep progress notes and especially make a 
discharge note. There are many physicians who 
are very conscientious and cooperative in these 
matters; but then again there are others who need 
some coaxing, as one might say, and it is always 
the hope of a record librarian that her efforts are 
not in vain. It is really surprising and very en- 
couraging how much a little so-called “coaxing” 
can do towards attaining this goal. 

This will not happen in one day, one week or 
one month. It takes repeated efforts and per- 
sistent patience over a long period. When little 
improvements do take place, though they are grad- 
ual, the record librarian feels that her efforts are 
worthwhile and that she is doing what is expected 
of her by the administrator and other hospital per- 
sonnel. Every conscientious worker in a hospital 
does want to do his part in keeping up the stand- 
ards to comply at least with the minimum require- 
ments outlined by the American Medical Associa- 
tion and the American College of Surgeons. 

May I add here that it is advisable to have the 
record librarian talk to the student nurses and 
the graduate staff as well in order to explain many 
of the important details for proper charting of ad- 
mission information, treatments given, the condi- 
tion of the patient at the time of discharge, etc. 
It is here that a nurse’s signature should be 
stressed. 

Constructive criticism from other hospital de- 
partments is always welcome to any record librar- 
ian and often a little chat will straighten out dif- 
ficulties which hinder the desired efficient and 
smooth relationship which is the envy of every 
hospital administrator. 

Since the inception of the Association of Medi- 
cal Record Librarians it has had the unqualified 
support of the American College of Surgeons, 
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American Medical Association and the American 
Hospital Association. May we add to this bulwark 
the support of our administrators! 


oe © 
The Importance of Nurses’ Notes 
MILDRED ProscH, R.R.L.* 


One of the primary responsibilities of the hos- 
pital in the proper care of the sick and injured is 
to provide accurate and adequate medical records 
and one of the important contributions to the rec- 
ord is the bedside notes of the nurse. “The pa- 
tient’s bedside record is a form of document, the 
content of which may not only aid in diagnosis of 
a specific disease, but may aid in the treatment of 
other diseases, and it is also of legal value.” This 
summarizes the importance of the nurse’s part in 
the compilation of the medical record. 

Clinical recording requires accuracy, promptness 
in reporting developments, and careful itemization 
of services performed in carrying out the physi- 
cian’s orders for the welfare and comfort of the 
patient. Nurses are not constantly on duty during 
the day and night. One who has observed an im- 
portant development may be off duty or attending 
another patient at the time of the physician’s call, 
or she may forget about the observation entirely. 
This is why every important observation must be 
recorded at once, presupposing that the nurse has 
learned to differentiate between the important and 
unimportant. There is as much value in the elim- 
ination of unnecessary detail as in the inclusion 
of important and pertinent facts. Such statements 
as ‘“‘morning care” and ‘‘a good night” have no 
meaning as compared with ‘slept all night” and 
whether the patient’s sleep was quiet or undis- 
turbed. As the name implies, the nurses report 
what has been done for the patient and what ob- 
servations have been made. In most instances 
there is an unnecessary repetition of entries re- 
corded elsewhere, thus wasting the nurse’s time 
and the space which is required for recording her 
observations. ‘Temperature, pulse, respiration, 
stools and urine are recorded on the graphic chart 
and ought not to be repeated on the nurses’ notes. 

Nurses’ notes should be comprehensive, logical, 
accurate and legible. The physician is given val- 
uable information by a trained observer. Upon 
the information recorded may depend the entire 
plan of treatment. If no written record of the 
patient’s hour to hour progress were available, each 
person attending the patient would have to be told 
individually the details of the case. Verbal in- 
structions tend to inaccuracies which might result 


* Medical Record Librarian, Queen's Hospital. 
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in errors of medication or other treatment. 

Because the doctor does rely upon nurses’ notes 
for detail, his own are more concerned with spe- 
cific problems and do not attempt to give a full 
picture of the patient’s course. As a result, re- 
search men frequently find that if their interest 
does not coincide with that of the doctor writing 
the record, the nurses’ notes furnish the only an- 
swers to some of their problems. 

In medico-legal controversies her notes are of 
value as evidence of medical treatment and nurs- 
ing care given and are proof that she has carried 
out the physician’s instructions. They also serve 
as protection both to herself and to the physician. 
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NURSES’ ASSOCIATION 
CITY AND COUNTY OF HONOLULU 


The following officers were elected at the An- 
nual Meeting of the Nurses’ Association, City and 
County of Honolulu, on January 6, 1947: 


President: Laura Draper 

Secretary: Teruko Sakakida 

Treasurer: Esther Kekela 

Trustees: Sister Walter Damien; Rosie K. Chang 


Nurses frequently ask: “What do I get out 
of the Nurses’ Association for the amount of dues 
I have to pay?’ In looking through our files re- 
cently we came acros the ANA publication of 1925 
entitled What do I get out of the Americgn Nurses’ 
Association? and we feel that it would be fitting to 
publish it at this time. We hope it will answer 
your question for you. 

This question is a natural one for nurses consid- 
ering membership in the American Nurses’ Asso- 
ciation, for an intelligent man or woman does not 
enter an organization blindly. 

We may be living in an industrial age, but we 
are also in an organization period. The day of 
the individual is over in the United States and the 
world. The entrance of the trust into the business 
life of the country has attested this as do the far 
reaching organizations of employers and workers 
and the common use of such terms as collective 
bargaining and trade agreements. Men engaged 
in commerce; grocers, dry goods merchants, bak- 
ers, florists, all have formed organizations, for they 
discovered they could gain help in discussion of 
their problems, and they found there was strength 
in numbers. 

If this is true of the commercial world how 
much more is it true of the professional? Doctors, 
lawyers, engineers, nurses have banded themselves 
together in great associations to maintain ideals 
and to keep in touch with the advances made in 
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the technique of the profession. Living in scat- 
tered communities, facing diverse problems, the 
men and women might otherwise lose sight of 
the aims and achievements of their professions. 

A trained nurse is a member of one of the great- 
est professions, and she may well be proud of the 
one she has chosen. She not only has great tradi- 
tions to follow, but she must be conversant with 
the advances made in the technique of medicine 
and nursing. 

First of all, by joining the American Nurses’ 
Association the nurse establishes herself. She has 
joined a profession, and has aligned herself with 
the members of it. Before she takes this step, she 
is like a spectator at a football game who watches 
the players and cheers at intervals but takes no 
part in the contest. Membership is moving from 
the sidelines to the center of the field where there 
is concerted action and fine teamwork. The young 
nurse will advance shoulder to shoulder with vet- 
erans anxious to aid her and to strengthen the 
service of the nursing profession. She will find 
herself professionally conscious in the best sense, 
cognizant of her opportunities, aware of her obli- 
gations to her colleagues and to society. 

The association protects her from competition 
with those not qualified to care for the sick, by 
fostering the enactment of laws on registration of 
nurses. If the nurse moves from state to state, the 
American Nurses’ Association, by giving her a 
transfer card, enables her to establish herself with 
ease in the new city, with no loss of membership 
privileges. 

Through the collection of information on state 
and national laws pertaining to nursing, the as- 
sociation acquaints her with the regulations in the 
various states. A keen watch is kept on all legis- 
lation pertaining to nurses, so that the interests 
of the profession may be protected. 

Advances made in health work, achievements of 
individual nurses, medical discoveries, studies to 
be made of the work of nurses, the grading of 
schools, nursing programs in other countries; all 
these are brought before the nurse to enable her 
to be an intelligent member of her profession. 

The American Nurses’ Association brings the 
nurse in touch with nurses in other states and 
countries. If she wants to travel, she has the 
benefit of letters of introduction to the members 
of her profession in whatever country she goes. 
Nursing owes its greatness as a profession to the 
fact that its chief tenet is service. The individual 
nurse is of great use in the world, but the mem- 
ber of an organization is of far greater service. 
For a nurse to remain isolated is like sending sol- 
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diers one by one into battle. It is through the or- 
ganization of armies that victory is achieved. 

To the nurse just graduating, affiliation with her 
state association is one of the best steps she can 
take. To the nurse in active practice, membership 
in the great organization will open up immeas- 
urably greater fields of service and development. 

The American Nurses’ Association has grown 
out of the needs of the individual nurse. It would 
never have been started, nor would it have con- 
tinued for 25 years, had there not been a necessity 
for it. 

In the past quarter of a century the achievements 
of the American Nurses’ Association have been 
noteworthy. One of the greatest public contribu- 
tions of the national organization has been the 
legislative work in 48 states which now have laws 
of registration for nurses for the protection of the 
public. By the enactment of laws, the practice of 
nursing has been regulated, and the public guar- 
anteed better nursing service, both in disease pre- 
vention and in the care of the sick. 

The American Journal of Nursing, the largest 
and most influential magazine in the world de- 
voted to nursing, is another noteworthy contribu- 
tion of the American Nurses’ Association. It has 
been a potent force in raising the standards of 
the profession, and in informing its members on 
matters of technical and general interest. 

What the individual nurse gets out of the as- 
sociation will depend upon what she puts into it. 
If she is like the Irishman who hung a copy of 
the Lord’s prayer on his wall, then waved his hand 
toward it night and morning, saying, “Them is 
my sentiments,” she must not expect too much to 
come from her membership. The indolent Irish- 
man thought he was praying, but he wasn't. 

Women who have tried the efficacy of mem- 
bership in the American Nurses’ Association say 
it is cumulative in its value. The nurse who be- 
comes a member of the American Nurses’ As- 
sociation will receive big dividends from her in- 
vestment. , 


Miss Michiko Kikugawa, R.N., daughter of 
Mr. and Mrs. Shitoku Kikugawa of Wahiawa, 
graduate of Leilehua High School and Kuakini 
General Hospital School of Nursing; Class of 
1944, recently left for Cornell-New York Hospi- 
tal, New York City, to do post-graduate study in 
obstetrical nursing. Miss Kikugawa was on the 
general duty staff at Kuakini Hospital before leav- 
ing for New York City. 
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KAUAI NURSES’ ASSOCIATION 


The following officers of the Kauai Nurses’ 
Association were elected in January 1947. 
Presideni: Mrs. Claire Carra, Koloa 
First Vice President: Miss Dorothy Teall, Lihue 
Second Vice President: Miss Willa Shell, Kilauea 
Secretary: Miss Elvie Manley, Wilcox Hospital, 
Lihue 
Treasurer: Mrs. Miyoko Masunaga, Kealia 
Directors: Miss Mabel I. Wilcox, Lihue 
Miss Thelma Hensley, Kealia 


HAWAII COUNTY NURSES’ ASSOCIATION 
Mary E. STANLEY, R.N.* 


1946 was a hectic year for the Big Island 
Nurses’ Association. In September our Presi- 
dent, Miss Josephine Hall, left by clipper for the 
east coast to attend the biennial meeting of the 
American Nurses’ Association in Atlantic City, 
N. J. Her mainland visit will keep her away until 
January. Mrs. Kahiwa Lee, Vice-President, re- 
signed from the association in September to move 
to Honolulu permanently and is now director of 
Cluett House, the Episcopal home for business 
and university women. Miss Jettie Jacobson, 
elected vice-president in October, had to assume 
the duties of President until the annual election in 
January. 


During the year the Association meetings were 
held as luncheons at the Hilo Hotel except for the 
December meeting which was held as a Christmas 
party at the Puumaile Hospital Nurses’ Cottage. 
There were thirty members and guests present. 
At this meeting interesting and profitable discus- 
sions were held on the subjects of world peace 
and unions. Each member of the Association sent 
a Christmas package to Mrs. Soledad Buenafe in 
Manila for the benefit of nurses in the Philippine 
Islands. The Association also purchased the usual 
$15 Tuberculosis Association Bond. 


* Staff Nurse, Puumaile Hospital. 
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Miss Jean MacDonald returned to her position 
with the Board of Health late in the year after 
six months’ vacation on the mainland. She gave 
interesting reports about the fresh fruit in the 
northwest and made us wonder why apples should 
rot on the ground there while we pay 15 cents 
apiece for them here. 


Miss Annette Hammersland, plantation nurse 
for Hilo Sugar Company, returned from the main- 
land in November. She reported that even with 
strikes and high prices, Hawaii is preferable to 
the mainland. 


Miss Helen Graffrath of Manhattan, New York, 
was guest of honor at a chicken hekka dinner given 
at Hilo Memorial Hospital Nurses’ Cottage and 
received many lovely gifts. She was married to 
Mr. Edward Rosehill of Hilo on November 12, 
1946. 


Miss Evelyn Plettner of the Puumaile Hospital 
staff left for her home in Sutton, Nebraska on 
December 8. She was a member of the staff dur- 
ing the past year, and although she does not ex- 
pect to return to the Islands, we sincerely hope 
she will. 


Miss E. H. Middleton, on vacation from Wil- 
cox Memorial Hospital in Lihue, spent a week in 
Hilo as a guest of Mrs. Dorothy Moll. She re- 
turned to Kauai by way of Honolulu order to 
attend the Hospital Association meeting in De- 
cember. 

Miss Laura DeShazo, Superintendent of Nurses 
at Pahala Hospital, attended the Hospital Asso- 
ciation meetings. 





New officers of the Hawaii County Nurses’ As- 
sociation elected in January 1947 are: 


President: Miss Jettie Jacobson 
Vice-President: Miss Roberta Lindberg 
Secretary: Miss Bess Hammer 
Treasurer: Miss Hideko Kagimoto 
Board of Trustees: Miss Mary Jean MacDonald, 
Mrs. Mae Marcallino, Miss Josephine Hall 





benefit by this plan. 
Approved by the Blood Bank. 





NURSES’ ACCOUNT AT THE BLOOD BANK OF HAWAII 


The Service Committee submits the following plan for opening an account at the Blood Bank. Members 
of the Territory of Hawaii Nurses’ Association who are in good standing will be eligible. Nurses who can 
meet the requirements of the Blood Bank will be asked to become donors. Under this plan, nurse patients 
who receive the blood will only pay the current $7.50 service charge, instead of the whole fee of $50.00. 
There will be a small express fee for blood sent to patients on outside islands. Nurses on all islands wlil 






LUCILLE OTTo, R.N. 
Chairman, Service Committee 























